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CHAPTER I 
CARING, CURING, AND COORDINATING -
A STUDY OF NURSES' WORK 
Overview 
Most sociological literature on professions in the late 
industrial era has focused on difficulties faced by 
professional workers in adapting to bureaucratized work 
settings (Kornhauser, 1962; Montagna, 1968; Vollmer and 
Mills, 1966). Literature on professions which developed 
within the organizational work setting is sparse. In fact, 
many sociologists view a profession's location in a formal 
organization as an impediment to the process of 
professionalization (Etzioni, 1969). This is a study of one 
such organizationally-bound profession -- nursing. 
Volumes of literature both in sociology and nursing 
debate the professional status of nursing. The present 
research enters the debate from a slightly different 
approach. It seeks to study nurses' work activity performed 
while in the role of hospital professional staff nurse, and 
it focuses on the work itself, not on the occupational role. 
In the 1950s nurses'work was focused primarily on caring 
for hospitalized patients (e.g., bathing, feeding, etc.). 
1 
The family physician's work was to "cure" the patient. 
Thirty years later nurses still handle the caring activities 
but have also assumed responsibility for many curing 
functions (e.g., complex medication administration, 
treatments and procedures, etc.). And, with the changes in 
the health delivery organization which have led to increased 
specialization and differentiation among health professional 
and technicians, nurses have added another category of work 
activities 
bedside. 
coordinating health services at the patient's 
In the early 1950s elaborate studies of hospital staff 
nurses' work using a similar methodology were completed 
across the United States under the direction and funding of 
the American Nurses' Association (A.N.A.). The goal of this 
work was to establish valid and reliable baseline 
information concerning nurses' work activity and necessary 
education. Again, in the early 1980.s study of nurses' work 
became reactivated. The methodology used in 1980 was 
similar enough to offer the opportunity for a quasi-
replication. Thus, the goal of the present research is to 
compare types and complexities of nursing tasks in the 1950s 
with the 1980s. The critical argument of this study is that 
if comparison of work activities over the three decades 
reveals a pattern of increased task complexity, this should 
2 
be interpreted as movement toward further 
professionalization of nursing. 
This study's model of organizational 
professionalization rests on the hypothesis that a society's 
development of knowledge and expanding use of technology are 
reflected in occupational task-complexity (Litwak, 1978; 
138-143). A greater degree of task-complexity produces a 
greater need for delegating of decision-making (Ackoff, 
1960: 339); and, a greater need for such delegation produces 
a greater need for organizational professionalization 
(Goode, 1969: 902). This hypothesis is supported by Bell's 
(1973) work and all those influenced by him. It is also 
part of the rationalization process Weber (1947) discussed 
many years before the terms "post-industrial" and "neo-
industrial" were coined. 
Although much of the early literature sees increased 
rationalization only manifested in terms of increased 
bureaucratization (due to Parsons' misinterpretation of 
Weber's thought), it is also quite possible, according to 
Weber, that increased rationalization also produces 
increased professionalization. Complex work which cannot be 
subdivided into routine tasks but which needs supervision 
and control demands a more complex form of decision making. 
When this occurs, professionalization (either internal or 
3 
external to the formal organization) is often the only 
rational way of organizing work (Blau, 1974: 625-626; Blau 
and Schoenherr, 1971; 345-358; and, Stinchcombe, 1959). 
This causal model of organizational professionalization 
implies that an increase in technology, producing in turn an 
increase in task-complexity, causes a greater demand for 
delegating decision making, which in turn creates a larger 
societal demand for organizational professionalization of 
the work force. 
Nursing technology (i.e. work) is the independent 
variable in this study, and nursing tasks in a hospital 
inpatient setting are analyzed in two historical eras. The 
first, the 1950s, was an era of low specialization in 
medicine along with little differentiation of hospital work 
and is to be compared with the second era, the 1980s, where 
medicine is highly specialized and a high degree of 
differentiation in hospital work has become the norm. 
The organizational structure of nursing conducted on a 
hospital inpatient unit level is the dependent variable. 
Structure is meant to include the way in which nurses assign 
and complete their work. 
Since 
environment 
nursing 
which 
as a profession 
includes other 
is practiced in an 
professions and 
occupations, special attention will be given to the role of 
4 
the organization as a work setting. This research seeks to 
integrate occupational and organizational literature into a 
new explanatory model of professionalization for nursing --
an organizationally-bound profession. 
The hospital, 
Chapter Contents 
the work 
to 
setting for many nurses, 
technological change in 
has 
its historically 
environment 
responded 
(Coe, 1970; Knowles, 1973; and, Rosen, 1963). 
Chapter Two will present American nursing's occupational 
history. Within this brief review special attention will be 
paid to the work milieux of the 1950s and 1980s, the time 
periods under study. Chapter Two historically traces the 
process of professionalization in nursing from its religious 
origins to present-day status. 
Chapter Three outlines the study methodology, including 
the operational definition of nurses' work in a hospital 
setting, description of the study sites and data bases, 
along with a discussion of work sampling as a technique to 
measure the professional's work. 
Analysis of actual results of the work sampling for 
each historical era, as well as comparison of the two study 
sites, make up Chapter Four. 
5 
A model 
incorporating 
organizational 
of organizational professionalization, 
sociological ideas from occupational and 
literature, is presented in Chapter Five 
using the results of this comparison. Chapter Six concludes 
the study. 
6 
CHAPTER II 
DEVELOPMENT OF AMERICAN NURSING 
Introduction 
In their study of nursing, occupational sociologists 
have placed much emphasis on the relationship between the 
nurse's role and the traditional feminine role in society. 
This is indeed reasonable, since women still comprise 
approximately ninety-eight percent of nursing graduates. 
Gender thus remains a constant variable in any sociological 
study of nursing. But another dominant feature of nursing, 
namely, its placement in an organizational work setting, 
presents a key variable in understanding occupational 
changes. 
Nursing's response as an occupation to changes in the 
workplace affords sociologists the opportunity to understand 
more fully the relationship between the workplace as 
organization and as a group. 
The purpose of this chapter is briefly to review the 
development of American nursing from its origin as a 
religious vocation to its present-day professional status. 
Special attention will be given to issues in and around 
nursing in both the 1950s and the 1980s since these are the 
two time periods under study. 
7 
Nursing's Origin in the Religious Vocation 
The organization of nursing activities outside the 
context of the family originated as part of a religious 
practice. The primary purpose of early nursing was for its 
workers to carry out charitable acts in order to achieve 
their own spiritual salvation (Freidson, 1970). Nursing 
functions were first performed by sisters and brothers of 
religious orders. Priests did not engage in nursing 
activities but handled the religious institution's primary 
functions of administering the sacraments and general 
administration. The Parsonian prototype role of the 
religious "professional" (1968) reflected the priestly role, 
not a religious brother's or sister's. 
Nursing practice during this time was determined by the 
dictates of a religious vocation. Many sociologists have 
argued that the social role of nurses has been most directly 
affected by its identification with a traditional feminine 
role (David, 1966; Friedson, 1970; Mauksch, 1972; Olesen and 
Whitaker, 1968; and Strauss, 1966 and 1971). However, it 
seems that the religious origin of organized nursing 
practice has been overlooked as an explanatory factor in the 
occupation's development. Present-day nursing still 
maintains some residues (Pareto, 1935) from this first 
institutional affiliation. Examples are the nurse's cap and 
choice of white as part of traditional attire for nurses. 
8 
The hospital too had a religious origin (Coe, 1979 and 
Rosen, 1963). Usually located in close proximity to a 
church, the hospital served as a center to minister to the 
physical needs of travelers, as well as the parish's poor. 
Organization of both personnel and work in the hospital 
mirrored that of the religious order staffing it. 
Institutional legitimization of power and practice was 
provided by and supported by the religious structure. 
Etzioni's (1961) typology of "normative organization" 
sociologically best describes the medieval hospital. 
Expansion of hospitals, and religious orders staffing 
them, followed the routing of Christians to the Holy Land 
during the Crusades (1096-1291). By the beginning of the 
fifteenth century, an elaborate network of hospitals had 
developed in Western Europe (Rosen, 1963). But by the mid-
sixteenth century, suppression of the monastery system as a 
result of the Reformation movement caused the medieval 
hospital system to collapse as a result of decreasing 
resources and a lack of personnel (Cockerham, 1978: 169). 
From Religious Vocation to Secular Occupation (1550-1900) 
Municipal governments 
maintaining hospitals after 
assumed responsibility for 
collapse of church-
al though present on a 
since the fourteenth 
the 
affiliated systems. Physicians, 
voluntary basis in the hospital 
9 
century, gained a monopoly over seventeenth-century 
municipal hospital administration. The physicians acquired 
this monopoly as a result of their increased collective 
ability to predict the course of outcome of disease 
processes. 
Physicians recognized that hospitals filled with lower-
class patients provided a laboratory for study and practice 
activities that would not have been tolerated in the 
medieval hospital. This phase of hospital development has 
been labelled by medical sociologists as the "deathhouse 
stage" (Coe, 1970). As the term indicates, the cure rate 
was quite low. The major difficulty producing this was the 
combination of high concentration of infectious disease 
cases with an increase in experimental surgery and a lack of 
aspetic technique. 
Despite the shift in hospital sponsorship from 
religious to secular, religious orders continued to provide, 
or at least supervise, most of the nursing care received by 
patients. 
Nursing personnel did not engage in experimental 
activities. Their role in the hospital was still governed 
by religious goals and values. Their activities were 
directed towa5ds the caring functions of nursing (i.e., 
bathing, feeding, etc.). As a consequence of this mismatch 
10 
between secular and religious practices, physicians gained 
power over the newly developed medical institution. 
With the development of a body of medical knowledge, by 
the nineteenth century physicians were in a position in 
society to influence the initiation, direction, and rate of 
future change within the newly developed health-care system 
(McKinlay, 1973). 
Much of nursing's occupational history in the twentieth 
century will be directly affected by this "cultural lag" 
(Ogburn, 1964) between medical and nursing practice. 
In 1837, a British middle-class Protestant woman named 
Florence Nightingale claimed to have had a "vision'' in which 
God called her to enter nursing. Being Anglican, she was 
unable to join a Roman Catholic religious order in order to 
obtain some type of nurses' training. Nightingale was able 
to receive some training under the supervision of a Lutheran 
minister in Germany. She then returned to England in 1853 
to establish a training program for nurses, carrying out 
recruitment among middle-class English women. Initial 
recruitment efforts were unsuccessful, as conflicts existed 
between standards of behavior for middle-class women and 
demands of the nurse's role (Freidson 1970). But, as is 
often the case in nursing' s history, war would present an 
opportunity for change. The Crimean War presented an 
11 
opportunity for Nightingale to rally support among British 
women for her new training program. In 1859, Nightingale 
arrived on the battle front with a group of newly trained 
nurses, but they were refused opportunity to practice 
nursing by military leaders. In response, Nightingale 
instituted the practice of nurses working only upon the 
physician's request and under his leadership terms 
acceptable to military leadership. This newly established 
doctor-nurse relationship would be transferred to the 
hospital setting in England (Strauss, 1966). 
After the War ended, Nightingale used her newly gained 
popularity from the nurses' successful "war effort" to 
establish a training program for nurses at St. Thomas 
Hospital in London. 
The "Nightingale 
designed to improve 
scientific principles 
1969). 
system" was an educational model 
patient care by application of 
to nursing practice (Nightingale, 
This type of educational program was consistent with 
developments in medical practice and education and supports 
the curing function of nursing. Additionally, the 
Nightingale system addressed the needs and demands of an 
expanding health-care institution. With improved medical 
practice, an increasing number of middle-class patients were 
12 
admitted to the hospital. With this shift in clientele, 
came an increased demand for improved nursing care, with the 
Nightingale model offering a potential solution. 
Florence Nightingale represented a transitional figure 
in nursing. Like her Catholic counterparts, she saw her 
nursing activities in spiritual terms. But unlike them, 
Nightingale pursued her "calling" by following a pattern of 
behavior similar to the ideal type outlined by Weber in The 
Protestant Ethic and the Spirit of Capitalism (1947). 
Thus, centuries after physicians had coopted hospitals 
as a laboratory for medical experimentation, Nightingale had 
initiated a "rational" approach to nursing education and 
practice in England. The outcome of her effort was to 
provide a link between nursing's religious origin and its 
present secular workplace. Through the rationalization of 
work, Nightingale's efforts transformed nursing 
ideologically from a religious vocation to a secular 
occupation more compatible with its medical environment. 
An excellent example of Nightingale's inductive 
approach appears in her discussion of the relationship 
between the practice of cleanliness by nurses and the 
reduction of fever states in post-surgical cases. Initially 
published in 1860, Nightingale outlined aseptic technique as 
part of expected nursing practice. Antiseptic practice in 
surgery was not practiced by physicians until 1865. 
13 
Historical Professionalization 
Vollmer and Mills suggest that the term "profession" 
should be defined by means of an ideal type which means that 
the occupation may not even exist as such in concrete terms 
(1966: vii). This tactic avoids the question of whether any 
one occupation is or is not a "profession". 
Mills, following Hughes' (1958) lead, suggest 
Vollmer and 
that it is 
more productive to focus study on the "professionalization" 
process, which they define as "the dynamic process whereby 
many occupations can be observed to change certain crucial 
characteristics in the direction of a 'profession' .•• " 
(1966: viii). 
This section focuses on the process of 
professionalization using an historical perspective. 
Additionally, this chapter will attempt to identify the 
working out of the process outlined above for twentieth-
century american nursing. In order to do that, it is useful 
to review the elements of professionalization as identified 
by the two major sociological theorists associated with the 
study of the temporal sequence in professionalization: 
Caplow and Wilensky. 
Caplow (1964) identifies four separate stages of 
professionalization. They are establishment of a 
14 
professional association concerned with defining criteria of 
membership; change in name used to identify group; 
development of a code of ethics; and agitation for and 
enactment of legal restrictions on who may or may not 
perform the service (1964: 139-140). 
To begin a study of nursing using this model, one 
starts with the establishment of a professional association 
concerned with defining criteria of membership. The first 
local professional association in nursing developed in 1885 
(Wilensky, 1964: 143). Relative to other marginal 
professions, this is not an unusually late date, but there 
is a gap of exactly one hundred and fifty years between the 
date of the first local professional association in medicine 
and that of nursing. This is, as Ashley (1976) points out, 
a significant factor influencing the development of nursing 
as a profession. The difficulty with Caplow's model is that 
it cannot be used directly to analyze the problems of power 
and occupational stratification within an institution such 
as medicine. 
A change in name, Caplow's second stage, came about in 
nursing in 1965, when the distinction was made between a 
"professional" nurse and a "technical'' nurse (A.N.A. 1965), 
on the basis of degree of educational preparation. A 
professional nurse has a baccalaureate or higher degree with 
15 
nursing as a major. A technical nurse is one with either a 
two-year associate degree or three-year diploma. Again this 
model does not facilitate an easy integration of this stage 
into the entire process of professionalization in nursing. 
The same criticism applies to Caplow's third and fourth 
stages--code of ethics and licensure. A code of ethics was 
published by nurses in 1950 and the first state licensure 
act was in 1903 (Wilensky, 1964: 143). 
This conceptual model does provide a good outline of 
critical requirements that should be accounted for in 
professionalization, as was the intention of the author. As 
a causal model of professionalization, however, it is 
inadequate since it does little more than to suggest a 
chronological ordering of the "essential elements" outlined 
by occupational sociologists in the functional camp 
(Parsons, 1939; Greenwood, 1957; Gross, 1958; Barber, 1963; 
and Goode, 1969). 
Wilensky's model (1964), although similar to Caplow's, 
is more useful in doing a causal analysis of 
professionalization (or its lack) in professions with a high 
proportion of women because the five stages cited by 
Wilensky include, in addition to a chronological sequence, 
the factor of commitment (full-time employment--stage one) 
and the development of a training school. 
16 
Full-time commitment to the profession is a major issue 
at present in any occupation where a large number of women 
are located, such as in nursing. 
Development of a training school, especially if 
university-centered, is an essential aspect of modern-day 
professionalization (Parsons, 1968; 539-541). This issue of 
a university-centered education is of central importance in 
the present struggle towards professionalization in nursing. 
The other three stages in Wilensky's model are similar 
to Caplow' s (except for chronological sequence) and are: 
formation of a professional association; political agitation 
by the professional association to win support of law for 
the protection of the group; and a development of code of 
ethics (Wilensky, 1964: 137-158). 
As Figure 1 indicates, the Caplow and Wilensky models 
share three common elements: professional association, 
name/protected membership, and code of ethics. Wilensky' s 
model goes on to examine full-time employment and 
development of an educational system as elements in the 
process of professionalization. Although both models are 
inadequate to explain professionalization of nursing, 
Wilensky' s element of education is important and will be 
discussed below as it applies to nursing. 
17 
Figure l. Elements of Caplow and Wilensky 
Professionalization Models 
Caplow's Model: Wilensky's Model: 
Established professional 
association 
Change in name 
- Code of ethics established 
Licensure 
- Formed professional 
association 
- Protected membership 
- Developed Code of Ethics 
- Full-time employment 
- Developed Training Schools 
Transition From Training to Education 
The late nineteenth and early twentieth-century 
American hospital environment produced new occupational 
demands on nurses. But the Nightingale system of nursing 
education which would both have supported organizational 
professionalization and was compatible with the larger 
process of social change was not adopted. Instead, hospital 
schools of nursing were established in America to train 
nurses in the performance of tasks (Grace, 1981). 
Accordingly, these early nursing schools affiliated 
with hos pi ta ls provided financial support in exchange for 
student labor in the patient wards. An advanced student or 
single graduate nurse would assume the dual roles of ward 
administrator and nurse educator. 
Strauss (1966) suggests the reason hospital schools of 
nursing did not adopt the Nightingale system of emphasizing 
"education• over "training" was that hospital administrators 
and physicians were •unaware'' of it. Ashley (1976) however, 
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presents a more plausible hypothesis that hospital 
administrators and physicians actively suppressed nursing 
education in the United States in favor of nurses' 
"training." As evidence, she offers the example of the 
experience which members of the American Nurses' Association 
had in attempts to develop a professional organization to 
represent nurses' occupational demands. 
Since its inception, the primary goal of the American 
Nurses' Association has been the upgrading of training 
programs (American Nurses Association, 1965: 107). Its 
major battles to achieve this goal, since its beginning in 
1896, have been with the American Medical Association 
(A.M.A.) and the American Hospital Association (A.H.A.) over 
the separation of nurses' hospital service from their 
education. The A. H .A. 's chief concerns were that, once 
nursing education was outside the organization of the 
hospital, the nurses' cheap labor (A.H.A. concern) and the 
body of knowledge (A.M.A. concern) would no longer be under 
their control. 
The first hospital-based training school for nurses in 
the United States did not structure its educational model on 
the Nightingale system. The number of nursing schools 
reached thirty-five in 1890 and had a total enrollment of 
1,551 students (Rowland, 1978: 11). 
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Three nursing schools, however, did open based on the 
Nightingale system. In 1873, Bellevue Training School for 
Nurses in New York, the Connecticut Training School for 
Nurses in New Haven, and the Boston Training School for 
Nurses at Massachusetts General Hospital opened their doors. 
Interestingly, none of these schools was either founded or 
funded by a hospital--but by nurses. 
A classic example of the contributions made by nurses 
educated in the Nightingale system was that of the first 
hospital record system. It was invented by Linda Richards, 
a head nurse at Bellevue Training School for nurses in 1874, 
in response to an identified nursing need to improve 
delivery of care to patients. 
Additional professional activities occurring during 
this time included the establishment of the first national 
organization in nursing the American Society of 
Superintendents of Training Schools for Nurses in 1893, 
later to become the National League for Nursing Education 
(1912). The American Nurses' Association had its origin in 
the Nurses' Association Alumnae established three years 
later in 1896. 
Despite gains made in nursing through both professional 
associations and several schools employing the Nightingale 
system, most students received their training in the 
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hospital-based school. Hospital administrators preferred 
student employees for several reasons. First, students were 
trained to follow a hospital's specific routine. Without a 
point of comparison or underlying scientific knowledge to 
call upon, students would never deviate from one specific 
routine. This method assured administrators that tasks were 
performed to their specifications. 
Second, nurses' education lasted approximately three 
years, providing the hospital with a relatively stable work 
force. Additionally, since they were also students, 
managers were able to produce military-like obedience over 
their activities (Dock, 1893: 20; and Bullough, 1964: 144). 
Up until the 1920s most graduate nurses worked in 
private homes. But as hospitals improved and began to 
attract more middle-class clients, private-duty nurses 
gradually accompanied their patients into the hospital ward. 
Hospitals became increasingly financially dependent on this 
new paying patient, but the presence of the graduate private 
nurse on the patient ward presented numerous problems for 
hospital administrators (Hornsby and Schmidt, 1913). 
The conflicts between ward administrators and private 
duty graduate nurses were based on allegiances. The 
graduate nurse was the patient's not the hospital's 
employee. Often the graduate nurse was critical of hospital 
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nursing practices and would inform her client --a paying 
patient -- of hospital inadequacies. 
Because a graduate nurse was dependent on her expert 
nursing skills and reputation with previous clients for 
future referrals, many graduate nurses had improved their 
nursing techniques through reading and physician 
supervision. As a result, many graduate nurses had altered 
nursing procedures learned as a student; and as they entered 
the hospital ward, they brought these new techniques with 
them. Variations in practice presented a threat to the 
authority of the chief staff nurse supervising students. 
The hospital was helpless to do anything in response since 
graduate nurses were independent of the hospital hierarchy. 
As the health care delivery system became more 
dependent on the paying patient, the demand for graduate-
nurse-level practice increased while the tolerance for 
student-level practice proportionately decreased. 
University-based education started with a program in 
"Hospital Economics" for nurses at New York Teachers College 
in 1899. The first nurse in the world to become a 
university professor was Mary Adelaide Nutting, who by 1905 
headed the newly founded Department of Household and 
Institutional Administration at Columbia Teachers College. 
She later published a volume on Educational Status of 
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Nursing in 1912 calling for the moving of nurses education 
out from under hospital control. With increased university 
exposure and participation, other nursing educators demanded 
that nursing education be relocated to a university setting. 
Support for moving nurses' education came with the 
publication of the Goldmark Report (Committee for the Study 
of Nursing Education, 1923), funded by a grant from the 
Rockefeller Foundation and was named after one its principal 
investigators, Josephine Goldmark. One of the commit tee's 
major recommendations was to place nursing education in a 
university program (Committee for the Study of Nursing 
Education, 1923: 28). This report, although not well 
received by either hospital administrators or 
was a great support to the National League 
physicians, 
for Nursing 
Education (in 1952 renamed the National League of Nurses), 
which advocated university-based education. 
By the time the Goldmark Report was published, the 
National League for Nursing Education had already begun to 
experiment with different models of education. Some of the 
first time and motion studies ever done were conducted by 
this organization in order to find new methods of organizing 
nurses' education and work (Greener, 1921; Owens, 1927; and 
Pfefferkorn and Torrman, 1932). 
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Through these studies, the League was able to document 
that the cost of sponsoring hospital-based student nurses' 
training programs was in fact more costly than hiring 
graduate nurses to do patient care (Pferfferkorn and 
Torrman, 1932). 
Additional reports and studies supported the transition 
of nurses' education from hospital to university. Economic 
factors ultimately produced the coopting of graduate nurses 
into formal hospital employment as staff nurses. 
The number of hospital-based educational programs for 
nurses peaked in 1926, when two thousand and one hundred 
student nurses were engaged in training programs (Rowland, 
1978: 12). But in 1929 the Depression hit nursing. The 
oversupply of nurses combined with the consumer cutback on 
use of their services put many graduate nurses out of work. 
The national nursing groups drafted an appeal letter to the 
trustees of American hospitals asking them to employ 
graduate nurses. The nurses' groups communicated to the 
hospitals that they saw the present situation of graduate 
nurses as not only a result of the Depression but also "a 
weakness of a system of accepting students primarily as 
workers in the hospital ••. " ( 1932: 108). As more small 
hospitals closed and the number of nursing schools 
decreased, more nursing superintendents representing 
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hospitals' concerns considered employing graduate nurses to 
provide inpatient care. 
Up until the 1940s, training and education for nurses 
remained a unified function in the hospital setting, but 
changes within and outside the occupation and health-care 
delivery system were reducing the usefulness of this unified 
function. The changing demand for nursing services along 
with the rising costs of training programs made the current 
system dysfunctional. 
American Nursing in the Late 1940s 
Changes occurring in the late 1930s and 1940s affected 
both the occupation and its workplace (the hospital) • The 
foundations for medical specialization, research, and 
education contributed to the centralization of health care 
services in the hospital. Thus, hospitals began providing 
comprehensive care for all classes of patients. Hospital 
administration became a specialty in itself as evidenced in 
the introduction of graduate education in the field by the 
University of Chicago in 1934. 
Graduate nurses were rapidly replacing student nurses 
as hospital employees due to the rising costs of training 
programs and the increased demands for technical competence. 
What this meant for nursing as an occupation was that 
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students no longer were a necessary part of the hospital 
work force. In addition, this fact reducted external 
opposition to the transfer of nursing education into 
university settings and was supported by the Brown Report 
(1948). Again it was war, this time World War II (WW II), 
that would provide the catalyst for change. 
Nurses played an active role in the armed forces, and 
their contribution was recognized by the country. In 1941 
the United States Congress approved 1.2 million dollars for 
nursing education (Dolan, 1987: 306), partly providing 
refresher courses for inactive graduate nurses and partly 
being applied to increase the size of existing nursing 
schools and to develop more graduate educational programs in 
nursing (Dolan, 1987). Nurses serving in the armed forces 
were made commissioned officers. 
On the home front, inactive nurse were recruited to 
staff civilian hospitals thus bringing many married women 
into the workforce. Volunteers were trained to assist 
nurses because of the nursing shortage created by the war 
(Kelly, 1985: 62). 
The late 1940s saw an end to WWII, but armed forces 
nurses did not return to the civilian hospitals thus 
creating a major nurse shortage at a time of rapid hospital 
expansion arising from the Hill-Burton Act. 
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1950s Health Care Environment 
The new medical technology, especially in the areas of 
drug development (treatment) and diagnostic proceduresl 
initiated in response to wartime needs, demanded more and 
better educated nurses at the bedside. Along with the 
advances in medical technology was the rapid expansion in 
hospital programs mainly due to the 1946 Hospital Survey and 
Construction Act. This act (commonly referred to as the 
Hill-Burton Act) provided for one-third of the cost of all 
new hospital beds to be paid for by the federal government. 
But as medical technology and hospital bed capacity 
expanded, the supply of graduate nurses kept dwindling. 
Armed forces nurses did not return to civilian nursing 
jobs; and married nurses, recruited back to active status 
during wartime, left the workforce also. Results of a 1950 
survey of registered nurses suggests several contributing 
reasons for this behavior. Only 12% of nurses responding to 
the 1950 survey planned a career in nursing and 75% in the 
survey viewed working as a means towards obtaining "pin 
money" (Kelly, 1985: 63). Two major reasons, cited by 
1 The first cancer detection test, the pap smear, was 
developed in 1948. 
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nurses surveyed for leaving nursing were poor working 
conditions and low pay (Kelly, 1985). 
The two-step response to this nurse shortage was to 
hire more auxiliary help and to restructure the division of 
labor on the patient care unit. 
Occupation's Clinical Response: Team Nursing 
During WWII two groups of non-professionals, volunteers 
and practical nurses, emerged to complete some basic nursing 
tasks under the supervision of graduate nurses. 
The Red Cross and the Office of Defense trained over 
20, 000 volunteer nurse's aides in the 1940s (Kelly, 1985: 
63). Many of these volunteers became members of the paid 
hospital workforce in the 1950s in the role of nurse's 
aides. Licensed practical nurses (LPN), a non-professional 
who had completed a twelve-month training program, were also 
entering the hospital labor force. In 1947, only 36 L.P.N. 
educational programs existed (Kelly, 1985:64); but within 
just seven years (1954), the number of L.P.N. programs had 
grown to 260 (Kelly, 1985). 
The decreased supply of graduate nurses along with 
increased supply of trained non-professional staff prompted 
a change in the structure of how hospital nursing's work was 
completed. 
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Up until 1950 a hospitalized patient was assigned to a 
graduate nurse who assumed responsibility for planning and 
completing all nursing care tasks. This model became 
dysfunctional and was replaced by a new approach called 
"Team Nursing." 
Team nursing was considered an organizational 
innovation in the early 1950s One to two R.N.s, one 
L.P.N., and perhaps one nurse's aide were assigned to a 
group of twenty to twenty-five hospitalized patients. The 
goal of team nursing was to maximize use of nursing staff 
skills thereby providing efficient nursing care (Lambertsen, 
1953). The role of team leader was assumed by a graduate 
nurse, and assignments and completion of nursing tasks were 
organized around the nursing team. The team leader provided 
directly the professional components of care (medications, 
treatments, and procedures) to all patients on the unit; 
directed non-professional staff in the completion of other 
tasks; and worked with the patient's physician. A 1950 
physician survey indicated most were satisfied with this 
change in service delivery and felt auxiliary nursing staff 
would provide sufficient care (Lambertsen, 1953:64). 
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Professional Association's Response 
The nursing profession felt it was necessary to study 
the effect which team nursing, as a model for deli very of 
care, had on nurse's work. To this end, initiation of work 
sampling studies was supported by the professional 
association in 1950.2 Also in 1950 the Bureau of State 
Boards of Nursing Examination was formed under the aegis of 
the American Nurses' Association (A.N.A.). By 1952 the six 
major nursing organizations in existence had consolidated 
into two: the A.N.A., which would deal with the practice 
issues, and the National League of Nursing, which would 
focus on nursing education and accreditation (Solan, 1978: 
317-319). It was the profession's hope that this 
consolidation would provide a better working structure to 
respond to the rapidly changing health care scene. 
1950s Nursing Education 
The time to educate nurses decreased from 36 to 30 
months in response to the nurse shortage, opening up 
discussion of the nursing curriculum. Many nursing 
2 Work sampling is a method to measure work through 
systematic random sampling of individuals. A more 
detailed discussion of actions leading to the 1950's work 
sampling studies sponsored by the American Nurses 
Association is in Appendix A. 
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educators supported the plan laid out in the Brown Report to 
relocate nursing education to the University (National 
Nursing Council, 1948). Another effect on nursing 
curriculum changes in the 1950s was the expansion of nursing 
functions recommended by the Committee on Functions in 1948. 
To the two existing nursing functions, carrying out 
prescribed treatment and assisting the physician, a third, 
assisting the patient, was added (Committee on Functions of 
Nursing, 1948: ix). This expanded the nurse's 
responsibilities to include a direct relationship with the 
client and supported the movement toward more independent 
nursing practice. 
One hundred and ninety-five college programs had been 
established in nursing by 1950, which represented only 20% 
of all nursing educational programs. The biggest push for 
university programs came from male ex-G.I.s (medics in WWII) 
and married women who were not admissible to the more 
traditional diploma programs in nursing. There was slow 
growth in university programs primarily due to the uncertain 
direction regarding curriculum. 
In 1952 Nurse Technician Programs were initiated in 
-
community colleges as a result of the Ginzberg Report which 
suggested two levels of nursing: professional -baccalaureate 
degree and technical - associate degree (Dolan, 1978: 314). 
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This move provided the first real diversification in entry 
level to the profession. Much of nursing's history for the 
next 35 years would be taken up with attempts to reduce that 
diversification. 
Graduate education in nursing caught on slowly. In 
1953 only 36% of nursing faculty had graduate degrees, 
usually obtained in education or in hospital administration 
(Kelly, 1985: 66). A 1956 Heal th Amendment Act, supported 
by the professional associations, provided money for 
graduate education of nurse administrators, increasing the 
numbers of master level nurses. 
Nursing research followed the same course as university 
nursing educational programs. Before the 1950s, most 
participation by nurses on research was as assistants to a 
hospital administrators or physicians. The journal, 
Nursing Research, first published in 1952, was initiated by 
nurses to support and promote research on and by nurses. In 
1956 the federal government first began funding research by 
nurse researchers. 
The Health-Care Environment From the Late 1950s to 1980 
In the late 1950s the concept of health was promoted by 
the World Health Organization, defining health as "a state 
of complete physical, mental, and social well-being and not 
merely the absence of disease or infirmity" (Dunn, 1959). 
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Technological advances in health care, this time 
supported by space research, produced a boom in the field of 
diagnostics and treatment (Dolan, 1978: 254). Surgical 
procedures, such as open-heart surgery and artificial tissue 
transplants, were supported by this new technology. The use 
of electronic monitoring and ultra sound, aided by computer, 
also refocused heal th care in the direction of diagnostic 
activities. Heal th care was seen as able to prevent and 
remedy disabling conditions through diagnostic and surgical 
interventions. 
Financial support for these clincial activities came 
when the federal government passed the Medicare Act on July 
1, 1966.3 The allowance of sophisticated medical care for 
the indigent contributed to the development of larger high-
tech medical centers, which in turn promoted research and 
education and the development and use of even more complex 
technologies. 
Much of nursing's activity in the 1960s was focused on 
education. In 1964 the Nurse Training Act provided federal 
funds for programs in nursing education accredited by the 
National League of Nursing. In 1965, the A.N.A. presented 
an historic position paper which declared all nursing 
3 For a more detailed discussion on federal policy and 
spending in the area of health care refer to Appendix c. 
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education should take place in an institution of higher 
learning and set the minimum educational preparation for a 
professional nurse at the baccalaureate level. A new level 
of registered nurse -- technical nurse -- was created as a 
category for the associate degree nursing graduate. A third 
policy change concerned auxiliary nursing staff (aides) who 
were hereafter to be educated before entering the hospital. 
A fourth point dealt with the essential components of 
professional nursing enunciated by the A.N.A. as 
encompassing caring, curing, and coordination. 
A study focused on nursing supply and demand 
functions, and educational and career needs was 
funded by the American Nurses' Foundation and the 
Foundation in 1966. The outcome of this was a 
roles, 
jointly 
Kellog 
list of 
priorities for nursing. The first four priorities in order 
of importance were increase in research on nursing 
education; improvement in the educational system, 
clarification of roles and practice, and increase in 
financial support to attract and retain nurses (Lysaught, 
1970). This plan of action was quite similar to that 
suggested in the Brown Report twenty years earlier. 
1960s nursing ended with an A.N.A. statement on the 
purpose of graduate studies in nursing. This statement 
emphasized that the purpose of graduate nursing education 
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was to "improve nursing through implementation of nursing 
theory and science" (A.N.A., 1969: 2). 
Nursing in the 1970s focused its attention on issues of 
practice. In 1972 New York Nurses' Association amended the 
definition of nursing practice to include the independent 
function of nursing (Dolan, 1978: 333-34). 
Terms like diagnosing and treating are used in the 1972 
New York Amended Nurse Practice Act to describe independent 
nursing activities.4 In order to monitor professional 
practice within this expanding definition of nursing, the 
A.N.A. developed a set of nursing standards for each nursing 
specialty along with a specific plan for peer review and 
auditing (A.N.A., 1973). 
As 1950s nursing was known for its caring function, 
1970s nursing wished to emphasize the curing function of 
nursing. By the mid 1970s, a new model for delivery of 
nurs_ing services labelled "primary nursing" was gaining 
support in hospitals across the nation. The primary nurse, 
a graduate registered nurse, assumed responsibility for 
providing all the patient's nursing services, along with 
coordinating the patient's activities for the duration of 
hospitalization. Thus, the coordination function, the third 
4 A copy of the amended act which deals with the area 
discussed is in Appendix B of this study. 
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•c", was being developed. (A further discussion of primary 
nursing detailing its structure appears in Chapter Five.) 
Health-Care Environment of the 1980s 
In the thirty years between 1950 and 1980 a 
technological explosion within health care had produced a 
dramatic change in hospital organization. 
The number and types of services provided within a 
hospital increased dramatically as evidenced by the 
statistic that the number of personnel per 100 beds had 
increased from 73 in 1946 to over 300 in 1975 (American 
Hospital Association, 1976; 1977). Intensive Care Uni ts 
( ICUS), an experimental concept in the 1950s had become 
established units in 72% of all U.S. hospitals by 1976 
(American Hospital Association, 1977). Medical 
specialization had replaced the 1950s general hospital 
practice.5 
Alterations in the hospital's division of labor led to 
increased specialization and differentiation and in turn 
affected the process of decision-making. 
5 A more detailed discussion of increased specialization 
and differentation within the hospital's division of labor 
is presented in Chapter Five. 
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Several sociological studies documented the progressive 
pattern of increased interdependence between physician and 
hospital administration (Georgopoulos, 1972; Pellegrino, 
1972; Scott, 1972; and, Wilson, 1959). As the physician 
clinically delgated diagnostic and treatment tasks to 
nursing and other hospital professionals and technicians, 
the physician became increasingly more dependent upon 
others' skills. This resulted in a "functional 
indispensability" (Ehrenreich and Ehrenreich, 1973). It has 
been suggested that the physician experiences a 
"routinization of charisma" (Wilson, 1959) which results in 
hospital administrators and managers developing a stronger 
decision-making role (Perrow, 1965) in clinical matters. 
And the hospital's bureaucratic structure became 
insufficient to achieve this type of coordination 
(Georgopoulos and Mann, 1962; Georgopoulos, 1966; 1972). In 
order to decrease the conflict and increase effective task 
coordination, sociologists suggested professional 
socialization and new norms as an alternative stategy for 
developing cooperation for the client's benefit. 
A second approach to managing the increasingly complex 
hospital organization was "Scientific Management." The 
first hospital administrator to call for a Scientific 
Management approach to running hospitals was Frank Gillbreth 
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in 1914 (Reverby, 1975: 1). But, it wasn't until thirty 
years later (post WWII) that hospital administrators 
employed its management principles to personnel matters6 
And even when the focus was on work analysis, hospital 
administrator never dealt with direct "hands on" patient-
care issues but rather only the work associated with 
housekeeping, dietary, and laundry (Barnes, 1963; Bennett, 
1964; and, Smally and Freeman, 1966). In the 1960s 
Scientific Management principles began to be applied to 
nursing's non-patient care tasks with the goal of reducing a 
nurse's time in menial-type tasks (Connor, 1961; Jelinek, 
1963; Nellis, McBeth and Carpenter, 1966; and, Wolf and 
Young, 1965). 
The actual structure of clinical management of a 
professionalized work force with a highly specialized and 
differentiated division of labor is central to this study of 
hospital nurses' work in the 1980s and the tasks of 
coordinating (the third "c" in nursing functions) will be 
taken up later on in this study. 
6 From the early 1920s until the mid 1940s scientific 
management principles were applied only to issues such as 
the hospital's physical layout (Reverby, 1975). 
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Nursing In The Early 1980s 
In the twenty years since the A.N.A. took the position 
that nursing education should move into an institution of 
higher learning, the number of traditional hospital diploma 
programs has steadily decreased (refer to Table 1 below) 
while the number of A.O. and B.S. programs increased. There 
are now three established points of professional entry into 
nursing -- diploma, A.O. and B.S. -- an unresolved problem 
for the profession. 
Table 1 
Year: 
1964 
1983 
Number and Types of Educational Programs in 
Nursing: 1964 and 1983 
B.S. A.O. Hospital Diploma 
187 130 833 
421 764 281 
Source: Kelly, 1985: 240. 
Graduate education has improved with the removal of 
most of basic nursing education into colleges and 
universities. Only 1,449 nurses had graduate degrees in 
1952 (A.N.A. Statistics, 1952), whereas twenty years later 
over 25,000 nurses out of a total of 778,470 graduate nurses 
had a master's degree (A.N.A. Statistics, 1972). 
University-based nursing education produced a demand 
for nursing reearch. Nursing research was formally defined 
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as •research that arises from practice of nursing for 
purpose of solving patient care problems (Larson, 1981: 75). 
Education and research activities were promoted and 
supported by the National League of Nursing. At the same 
time, the A.N.A. focused on promotion of the economic worth 
of nurses and standard setting in clinical practice 
(A.N.A., 1984: 5-16). 
Four trends affecting hospital nursing in the early 
1980s were rising patient acuity, increased medical 
specialization, increased demand for nurses and development 
of the primary nurse's role. 
Overall patient acuity, or degree of illness, has risen 
on hospital inpatient units. Medical advances and 
technological improvements in areas of diagnostic and 
treatment activities has led to a much more seriously ill 
patient population. Hospitals are predicted to be huge 
intensive care units by 1990 (Levine, 1980: 18). Coupled 
with this is the reduced length of hospitalization of 
individual patients due to changes in federal policy on 
health care funding.7 
7 Refer to Appendix C for a detailed discussion on 
changes in federal regulations on funding for health care. 
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The second trend affecting hospital nursing in the 
1980s is medical specialization, to be discussed in more 
detail in Chapter Five. 
An increased demand for hospital nurses is the third 
trend. Despite a 11% decrease in the number of hospital 
beds during the 1970s, there was a 40% increase in the 
number of registered nurses and a 15% increase in the number 
of LPNs hired during that same period of time (American 
Hospital Association Statistics, 1974; 1978; and 1980). 
seventy percent of all licensed registered nurses were in 
practice in 1980 (Mosses and Roth, 1979: 1745-1746), a 
larger percent than in any other female-dominated profession 
(Fralic, 1980: 65). But at the same time as the hospital's 
need for nurses has risen, so has the need for nurses in 
out-of-institution settings such as in home-health agencies 
(Mosses and Roth, 1979: 1756). Hospitals must compete with 
other practice settings for nurses. So, in the 1980s nurses 
are not electing to leave the workforce but are staying in 
the workforce where they have more choices as to the type of 
clinical setting in which they wish to practice. And 
hospitals must compete as an employer with others for 
nurses. At the same time that the demand for nurses has 
increased, admissions to nursing education programs has 
declined (Johnson, 1980: 73-74). 
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Primary nursing had become well established as a model 
for nursing service delivery in most acute care settings 
(hospitals) by the early 1980s. 
The combination of these four trends created an impetus 
to again study nurses' work. Up until the early 1980s few 
published articles (mainly research-based) on work sampling 
appeared in the Index to Nursing and Allied Health 
Literature. But a resurgence in interest on "workload" 
began around 1982. Some research was focused on hospital 
downsizing (Borg and Jensen, 1985: 31-37), while a second 
popular focus was work productivity (Nelson, 1985). 
Nurses for the second time in its history (the first 
being in the early 1950s), took on the task of studying 
their work. One site, Univerity Hospital, did an extensive 
study of hospital nursing. The results of that study 
provided information used in this study about nurses' work 
in the 1980s. 
Both the reasons for and the methodology used to study 
nurses' work in the 1950s and again in the 1980s is similar. 
The point of this study is to examine how the actual work 
of nurses in 1950 compares to the work of nurses in 1980. 
Chapter Three will present this study's methodology. 
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CHAPTER III 
DESIGN FOR STUDY OF CHANGES 
IN HOSPITAL STAFF NURSING 
Overview 
Most sociological studies done on professionals in 
complex organizations have either focused on the adaptation 
of the bureaucratic structure to the professional 
(Korhauser, 1962, Etzioni, 1964; 75-94; Volmer, 1966: 275-
282; Montagna, 1968; and, Morrissey and Gillespie, 1975); 
or, they have explored the post-industrial phenomenon (Bell, 
1973) of professionals being forced into formal 
organizations in order to work. An example of the latter is 
Scott's (1982) work. 
Scott identifies five major changes in the past thirty 
years in the institution of health services delivery which 
have directly affected physicians' work within the hospital. 
The five trends are: increase in medical specialization, 
increase in overall dependence upon hospitals, increased use 
and dependence upon technical and paraprofessional 
personnel, an expanding definition of "health", and the 
rising cost of care and related pressures for cost 
containment (1982: 223-224). 
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As a result of the above trends, Scott notes that the 
profession of medicine, viewed historically as autonomous 
(Weber, 1947), has been forced into a more heteronomous type 
of professional organization (Scott, 1982: 224). Scott's 
definition of heteronomous, like Weber's, emphasizes a 
subordinate role of professional participants in the 
organization's administration along with only circumscribed 
autonomy (1965: 65). This would place medicine as a 
profession into a category with traditional heteronomous 
professions such as social work, teaching, and nursing. At 
the same time that heteronomy has been increasing in 
medicine, the nursing literature is getting filled with 
strategies to move the nursing profession in the direction 
of a more ~onomous organization (Christmas, 1976; Cleland, 
1982). Autonomous here is defined as a professional 
organization which can independently establish its order 
with little or no interference from outside organizations or 
other professions. 
A valuable addition to 
other occupations located 
organizational structures is 
the research already done on 
between occupational and 
the study of nursing, an 
occupation continously housed within a heteronomous 
organization for the last thirty years. In the early 1950s 
the occupation's professional association, the American 
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Nurses' Association, funded multiple studies of hospital 
nurses' work across the United States.8 And now more than 
thirty years later, renewed interest in nurses' work offers 
opportunity for quasi-replication using a large urban 
teaching hospital. 
But first, what is occupational technology and how does 
it operate as an independent variable? 
Occupational Technology 
An organization is created to complete some type of 
work. Thus, • .,pital exists primarily to provide health 
care services to its clients. Technology is defined as the 
actual work, the instrumental process by which service is 
administered within an organization (e.g., cancer radiation 
treatment). Some sociological research has examined the 
relationship between technology and organizational structure 
from the level of the organization as a whole (Thompson and 
Bates, 1957; Woodward, 1958; Litwak, 1961: and Perrow, 1967; 
1970). This level of analysis rests on the assumption that 
an organization's technology is identical across 
occupational groups. This is not true, however, in the case 
of hospitals where multiple technologies are necessary to 
8 Refer to Appendix A for specific details of actions 
leading to these studies. 
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complete the organization's function. Medicine, nursing, 
pharmacy, and hospital administration are but a very few of 
the necessary occupations. Medical diagnosis, nursing care, 
pharamaceutical preparations, and hospital finance represent 
four separate technologies. In fact, even within one 
occupation, multiple technologies may exist (e.g., nurse 
clinicians, administrators, a· . educators). One assumption 
of this study, as outline_ l.1 Chapter One, is that changes 
in technology create changes in organizational structure. 
Therefore, to understand changes in an organization such as 
a hospital, one must first examine and identify changes 
within the contributing technologies--nursing being one of 
them. 
Note on Goals 
In the 
organizations, 
organizational 
relationship 
goals were at 
research. In 
goals were generally accepted: 
between 
one time a 
nursing in 
technology and 
key concept in 
the 1950s three 
"caring", responsibility to 
the physician, and responsibility to the patient (National 
Nursing Council, 1948). A fourth goal, ''curing", was added 
in the late 1960s (Brown, 1966). Since then, however, 
observers have asserted that formal goals may actually have 
little effect on organizational members (Selznick, 1943 and 
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Perrow, 1961). In the case of health related occupations, 
goals may not really be directive but only reflective of the 
occupation's current technology. 
study, little attention will 
Therefore, in the present 
hereafter be paid to the 
occupational goals as a key concept of organizational or 
instrument of change. 
Collective Task Conception 
The focus of analysis of this study is core technology 
(Thompson, 1967), specifically that associated with hospital 
nursing. Since technology, however, can even differ within 
the occupation of nursing, the focus will be on the work of 
hospital staff nurses (whose primary work role is that of 
clinician, the most traditional and fundamental role in 
nursing -- at the patient's bedside). In order to measure 
hospital nursing's core technology, specific tasks 
associated with the role of hospi~al staff nurses were 
selected as the units of analysis. (A task is an activity 
or set of activities carried out by an occupational member 
in a specific occupational role--hospi tal "staff nurse"). 
This activity is goal-directed. "Task conception'' consists 
of the consensually agreed upon procedures or actions 
(Dornbusch and Scott, 1979: 79). Such task conceptions vary 
as a function of the current state of technical knoweldge. 
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In this study, I wish to take the Dornbusch-Scott concept 
one step further and talk about an historical "collective 
task conception". A collective task conception is a 
specific listing of characteristics of tasks performed for 
which there exists, in the particular historical period, a 
consensus on the list of tasks as characteristic of the 
given occupational technology. In the current study, 
comparison will be made between the staff nursing's 
collective task conceptions in the historical periods of 
the early 1950s and the early 1980s. The goal will be to 
compare the two periodic lists of tasks as a way of 
determining changes in occupational technology over three 
decades--both for organizations and occupations in general 
and for hospitals and nursing in specific. 
Parameters of Nursing Technology 
Staff Nurse Role 
The occupational segment selected for study is hospital 
staff nurses. This represents by far the largest segment of 
nurses employed over the last thirty years (American Nurses' 
Association, 1952; 1982). Staff nurses are licensed 
registered nurses who assume responsibility for actual 
nursing care received by hospitalized patients. 
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Nurses' work includes four sequential phrases: (1) 
assessment, (2) planning, ( 3) intervention, and ( 4 ) 
evaluation. In addition to patient-focused activities, 
nurses are delegated additional organizational 
responsibilities (tasks) such as sitting on committees and 
maintaining hospital personnel records. Although 
additional department of nursing paraprofessionals (e.g., 
licensed practical nurses, operating room technicians, 
nurse's aides) may be assigned to any particular patient or 
hospital area, it is the staff nurse who ultimately assumes 
responsibility for the completion of all four phases of 
nursing technology.9 
Task Categories 
Two major categories of nursing tasks were developed as 
part of the methodology in the 1950s study of nurses' work 
(Abdellah and Levine, 1954) which are still accurate, with 
some modifications, for describing and measuring 
nurses'work. The two general categories of nurses' work 
are direct care and indirect care. 
9 See Appendix D for an example of a staff nurse job 
description from the 1980s study site. 
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Direct Care 
Direct nursing care is patient-focused work completed 
by the nurse in the presence of a patient and/or family 
member. This type of work is generally viewed as the "hands 
on" component of nurses' work. Within this category today 
there exist two subcategories --independent and 
interdependent direct nursing care (Curtin, 1984). 
Independent direct care is nursing care initiated by 
the nurse and based upon nursing curriculum knowledge but 
not necessarily in collaboration with other health 
professionals. Examples of typical independent direct care 
are mobilization of a post-surgical patient, diabetic 
education for a newly diagnosed patient, and completing a 
family assessment on a child admitted to the emergency room. 
Interdependent direct care is that nursing care 
completed in collaboration with other health professionals, 
chiefly physicians: This is the type of work traditionally 
associated with nursing, but in reality it represents only a 
small part of a typical staff nurse's work day. One example 
is medication administration. The physician prescribes a 
medication based on the patient's medical history and 
presenting symptoms, which thus is an act of medical 
technology. Medication administration (nursing technology) 
includes but is not limited to the tasks of drug preparing, 
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administering, site preparing, and instrument calibrating, 
patient assessing, educating and post observing, and 
hospital documenting. These actions represent examples of 
differences in physician's vs. nurse's work in an acute 
health care organization (hospital). 
The 1950s studies of nurses' work separated out 
treatments, medication administration, and therapeutic 
procedures from all other types of direct nursing care. The 
rationale for this decision rested with the professional 
association's controlling purpose in studying nurses' work 
at that time -- to differentiate the work of a professional 
from that of a practical nurse's work. (In team nursing the 
assignment of treatments, medications, and procedures was 
what separated much of professional from practical nurses' 
work). For the purposes of this study only a general 
category of "direct nursing care" was used (omitting such 
subcategoriej as treatments, medications and procedures or 
independent and interdependent) in the initial analysis. 
Indirect Care 
Indirect care is work completed by the nurse in support 
of direct care tasks. This work is generally completed away 
from the patient's bedside. Within this category exist two 
subcategories 
care. 
variable and invariable indirect nursing 
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Variable Indirect Nursing Care refers to those nursing 
work tasks completed away from the patient's bedside but 
done in preparation for, or in completion of, direct patient 
care. This type of indirect nursing care is labeled 
"variable" because the actual frequency and amount of time 
spent in these activities vary proportionately with the 
amount of direct care a patient or group of patients 
require. Variable 
include tasks such 
indirect nursing work activities 
as patient chart documentation 
preparation time for a sterile dressing change. 
can 
and 
Invariable Indirect Care (sometimes referred to as 
"fixed") is nursing work that is organizationally delegated. 
Such tasks may include new employee orientation and 
maintaining personnel records -- tasks designed to keep the 
hospital running efficiently as an organization. 
Measurement of Nurses' Work 
Work Sampling Technique 
In hospitals, which are labor-intensive organizations, 
the department of nursing is usually a hospital's largest 
budget line item. So interest in numbers and types of 
nursing personnel necessary to meet patient care 
requirements peaked shortly after nursing's formal entrance 
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into the hospital's organization. In response to general 
hospital administrators' initial inquiries in the mid-1940s, 
the American Nurses' Association initiated its own plan to 
measure nurses' work in order better to plan for future 
educational programs as well as to protect their position in 
the workplace from perceived encroachment from the expanding 
paraprofessional occupation of licensed practical nursing, a 
much cheapter work force (American Nurses' Association, 
1950). 
The American Nurses' Association's plan was to develop 
a standardized method for measuring nurses' work and then 
provide financial support to state nurses' associations so 
that they would complete similar work studies using the 
national association's recommended format. 
Work sampling was selected as the principal method to 
obtain data on nurses' activities. As an established 
technique for work measurement, it was cost effective as 
well as familiar and acceptable to hospital administrators 
as a valid measure of employees' work. Work sampling was 
developed by L.H.C. Tippett (1935) in the British textile 
industry and was originally introduced in the United States 
under the name of "ratio delay" (Barnes, 1963: 511). It has 
been used to investigate the type and percent of total time 
devoted to various work tasks that make up particular jobs. 
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work sampling can be implemented more cheaply than time 
and motion studies and has frequently been used to establish 
a standard of productivity. 
a technique 
introduction 
corresponds 
of Taylor's 
in 
The history of work sampling as 
the United States with the 
(1911) concept of Scientific 
Management. (A discussion of the sociological implications 
of this type of study will follow in a later chapter.) 
As a technique, work sampling is based upon the laws of 
probability. A sample of work activities taken at random 
intervals will have the same distribution of types of work 
activities and proportions of time spent as exist in the 
entire universe population involved. To establish the 
percent of a work day spent on various tasks one takes the 
percent of observations recorded of persons completing the 
job under study. This number, then, is a reliable measure 
of the percent of time spent in various work tasks if the 
number of observations taken is adequate. The formula for 
calculating the accuracy of work sampling results also 
determines the number of observations required. Number of 
observations also affects the time and cost for completing a 
study. The purpose will determine the degree of accuracy of 
the results needed. 
One major consideration in designing a work sampling 
study is the degree of variability in the personnel and work 
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to be studied. In the case of hospital staff nursing, a 
high degree of variability exists in work due to both the 
individual variances among patients and the pace of 
different work shifts. Because of these considerations an 
accuracy of plus or minus 5% was considered necessary.10 
Tailoring to Nurses' Work 
Preliminary work on a methodology for measuring 
nurses'work using the work sampling technique was developed 
10 Assuming that the binomial distribution is used as the 
basis for determining the error, the formula for 
determining the number of observations required is: 
Sp= p(l-p) 
N 
Where S=desired relative 
accuracy 
p=percentage occurrence 
of a or category of 
tasks, expressed as a 
percentage of the total 
number of observations 
N=total number of random 
observations (sample 
size) 
Although the two unknowns of ''p" and "N'' exists, the 
formula was still used by estimating these values prior to 
initiation of study (Barnes, 1963). 
How this technique was actually implemented along with 
site-specific calculations will be presented below in a 
separate discussion of each study site. 
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by Abdellah and Levine (1954). This became the standard for 
the American Nurses' Association studies in the early 1950s. 
These studies represented the first major research on 
nurses' work and are used here as the historical base line 
for nursing practice in the 1950s. 
Hospital Staff Nursing in the 1950s: 
Collective Task Conception 
Overview 
The historical milieu of 1950s hospital nursing can be 
summarized as one in which hospitals, faced with a shortage 
of professional registered nurses, began hiring larger 
numbers 
nurses, 
of paraprofessionals (i.e., 
aides, etc). This personnel 
licensed practical 
policy altered the 
professional registered nurse-to-patient ratio and caused a 
significant change in the intraorganizational structure of 
nursing. Traditionally the same nurse was assigned daily to 
the same patient and provided all required nursing services. 
This work structure was known as the case study method. 
With the decreasing number of registered nurses per patient, 
a new work structure evolved team nursing. In team 
nursing a registered nurse assumed responsibility for a 
group of patients and had additional non-professional staff 
to aid her in the completion of nursing tasks. 
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As the work role of hospital staff nurses changed and 
the number of non-professionals completing nursing tasks 
increased, questions concerning professional nursing's 
knowledge-base were raised. Hospital administrators 
suggested that a greater part of staff nurses' work could be 
reassigned to paraprofessionals -- a cheaper labor force. 
Nurses themselves in turn expressed a need to reassess the 
educational process. 
At this time nursing research was gaining legitimation 
as a method to analyze problems and offer "scientific 
solutions". The American Nurses' Association was in a 
financial position to fund nursing research in this area in 
1950. In May of that year the American Nurses' Association 
House of Delegates adopted a plan to study nursing functions 
(tasks) in order to achieve an operational definition of 
professional nursing 
1950). The plan 
and improve nursing care (A.N.A., 
included some standardization of 
terminology and methodology, and state nurses' associations 
were funded to actually complete the studies. Two well 
documented studies were used as a composite of collective 
task conceptions for 1950s hospital staff nursing. The two 
participating state association studies completed were 
those by the California State Nurses' Association (1953) and 
the New York State Nurses' Association (1952). 
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Two other studies completed at this time had to be 
dropped. The Kansas State Nurses' Association study in 1953 
selected only small hospitals with less than fifty beds, 
making its results incompatible with the New York and 
California studies. The Kansas study results could not be 
generalized because nurses in such small hospitals 
frequently did additional patient tasks (e.g. take x-rays) 
not considered as part of nursing (Kansas State Nurses' 
Association, 1953: 7-8). The Washington State Nurses' 
Assocation study also was deleted from this study because it 
used a slightly different methodology self-reporting 
(Washington State Nurses' Association, 1953: 5-6). 
Unit of Analysis - Nursing Functions 
A nursing function, the unit of analysis, is defined as 
assigned duties of work (tasks) within the scope of 
professional practice. The 1950s studies shared one 
controlling purpose: to compare the work of professional 
versus practical nurses. The present researcher is only 
interested in the scope of work of professional nurses so 
data results for only this occupation group are included. 
A "professional nurse" is defined as a graduate from a 
hospital or a collegiate school of nursing licensed by the 
state to practice as a registered professional nurse, or a 
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student nurse who functions in lieu of a professional nurse. 
In the 1980s study this def ini ti on is modified only to 
include graduate nurses; although it is impossible to 
separate out student nurse's work in the 1950s findings. 
This represents one limitation in comparing the two periodic 
occupational segments. 
The scope of 1950s professional nursing activity 
included "activity which requires a synthesis of technical, 
scientific and social knowledge in defining and applying 
principles to the care of the patient wherein the judgment 
exercised may have significant implications for the patient, 
and/or the family and/or the community" (New York 
University, 1952: 2). 
A technical panel consisting of 
professional nurses) was formed as 
association's preliminary stage of 
eight 
part of 
research 
members (all 
each state 
(California 
State Nurses' Association, 1953: 12-14 and New York 
University, 1952: 22). This panel was charged with the 
responsibility of listing all major nursing functions. In 
addition a comprehensive list of specific nursing tasks 
assigned to each function was generated. There had to be an 
agreement between a minimum of five panelists before any 
task was listed. 
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The California studied listed eleven functions. The 
first, direct care, was defined as all activities which 
occurred in the presence of the patient, except for 
medications and treatments which was listed as a separate 
function (1953: 6-8). Indirect patient care was defined as 
all activities carried out for the benefit of a specific 
patient that do not occur in the presence of the patient. 
Along with the general category of indirect care, additional 
types of specific indirect care function were specifically 
listed, such as administration, staff teaching, care of the 
environment, clerical, equipment and supplies, and errands. 
Two additional functions independent of patient care listed 
were professional growth and personal time. 
The New York study reduced professional 
functions into eight similar categories (1952: 109). 
nursing 
Direct 
care functions were identical to California's (general 
direct care and medications, treatments and procedures). 
Indirect care included equipment and supplies, clerical and 
administrative, housekeeping, messenger and special 
services. The final two functions were personal in nature 
and included time off and stand-by time. 
In the area of direct care the two studies listed 
identical functions and definitions. Indirect care 
functions considered collectively were also identical. The 
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only difference was California's decision to collapse some 
functions (i.e. clerical and administrative). Personal 
nursing functions which either dealt with professional 
growth or some type of personal time made up the last two 
functions on the list. 
A total composite of 439 specific tasks were listed the 
general functions of professional nursing. (A list of 
specific tasks are in Appendix E for review). Fifty-four 
percent of the 439 tasks represent direct care activities: 
44% are indirect care activities; and 2% represent personal 
downtime or time not otherwise directed to patient care. 
This comprehensive list represents the collective task 
conception of hospital staff nursing in the 1950s. The next 
section of the paper will briefly outline how the list of 
nursing activities was validated using work sampling. 
New York State Application 
In the 1950s the New York Nurses' Association 
commissioned faculty at New York University's Department of 
Nursing Education to complete the study of hospital staff 
nurses using the American Nurses' Association guidelines. 
The preliminary work of defining professional nursing has 
already been discussed. (Specific sampling and data 
collection techniques are included in Appendix F.) 
61 
The California State Nurses' Association hired a 
private consultant, Kroeger and Associates, to complete a 
study of California hospital nurses in 1953. The American 
Nurses' Association funded this study as well, and in turn 
their methodological guidelines were used. 
This study was much larger than the New York Study, as 
the sample included twenty percent of all California 
hospitals altogether (40 out of 231). Criteria for 
selection included bed size, type of ownership, and 
geographic location. Sampling ratios were as follows: 
fifteen percent of hospitals under 300 beds were included; 
fifty percent of hospitals with 300 to 600 beds; and all 
hospitals with over 600 beds (1953: 17). 
In the California study (unlike New York), all types of 
patient units were sampled -- general medical-surgical units 
along with intensive care units, pediatric units, 
obstetrical and nurseries, and operating rooms. This 
affected the overall direct and indirect care percentages 
and was taken into consideration in this study's analysis. 
Nursing uni ts and work shifts were grouped so as to 
obtain the largest possible sample of groups within the 
hospital. This determination was made by the Technical 
Committee based upon individual hospitals' organizations. 
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Limitation of Data Collected 
Both studies from the 1950s included an over-
representation of urban hospitals. As was noted earlier, 
there are some differences in nurses' work in smaller rural 
hospitals (Kansas State Nurses' Association, 1953). But 
since the 1980s site is also an urban hospital, the use of 
these data as a basis for comparing the 1950s and 1980 is 
legitimate. 
Collective Task Conception of 1980s 
Hospital Nursing: A Case Study 
Changes in Hospital Setting Since 1950s 
Compared to the 1950s the milieu of early 1980s 
hospital nursing has been altered by three interconnected 
changes in heal th care. The first is a rise in patient 
acuity. The national trend of reducing overall number of 
inpatient days per admission along with increasing the 
number of outpatient services (financial dimension) coupled 
with advances in health technology which allows more 
seriously ill patients to survive and thus require 
hospitalization (technical knowledge dimension), has led to 
the prediction that "hospitals will have huge intensive 
care units by 1990" (Levine, 1980: 19). 
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This rise in acuity has had a direct effect on the 
numbers of hospital personnel needed to deliver care. 
Nursing represents the occupation with the greatest increase 
in numbers (Cohen and Backofer, 1980: 65), 97% of the growth 
occurring in intensive care areas (Cohen and Backofer, 
1980:66). As noted hospital units were evolving into 
intensive care institutions. This has been aided by the 
trend toward specialization in nursing. This technological 
impact has occurred in all hospitals regardless of bed 
capacity (Fagerhaugh, 1980: 668). 
The trend to higher acuity and specialization has 
altered nursing staff composition -- a second major trend. 
The percent of registered hospital nurses continues to rise, 
while the percentages of licensed practical nurses and other 
sub-professionals (i.e., nurses' aides, orderlies, etc.) 
have dropped significantly (Illinois Hospital Association, 
1985: 3). Along with the increase in percent of 
professional nurses in hospitals is a shift from team 
nursing to primary nursing as a means of structuring work 
the third major change in hospital care. Primary nursing as 
a means to provide individualized nursing care to patients 
and their families gained momentum in the mid 1970s (Marram, 
1974). Primary nurses (staff nurses) were accountable for 
providing total, comprehensive, continuous patient-centered 
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care for the duration of the patient's hospitalization. 
structurally, this is similar to the early 1950s case-study 
method of nursing service delivery. 
These changes in hospital nursing have led many nursing 
administrators to reexamine their current staffing patterns. 
one particular department of nursing, located in a large 
urban teaching hospital, initiated a study of nurses' work 
in order to develop a valid and reliable method for 
allocating nursing resources to meet changing patient needs. 
one principal outcome of this study was an in-depth 
analysis of 1980s hospital nurses' work using similar 
methodology to the 1950s studies. Results of this 1983 case 
study were used as representative of nursing techonlogy in 
the 1980s. 
Researching Nursing Functions in the 1980s 
Nursing leadership in the 1980s defines nursing 
functions in terms of six patient needs for which the 
hospital nurse is responsible (McClure and Nelson, 1982: 
59). Hospitalized patients' needs included: (1) dependency 
needs (bathing, grooming, 
comfort (physical and 
(vigilance to 
response based 
signs and 
on the 
toileting, feeding, 
psychological); ( 3) 
symptoms, including 
data obtained); (4) 
65 
safety); ( 2) 
monitoring 
appropriate 
therapeutic 
(medications, 
(including the 
treatments, dressings); (5) educational 
fostering of copying mechanisms); and (6) 
research (McClure and Nelson, 1982). 
The definition and scope of professional nursing 
practice has not changed significantly from the 1950s. The 
major difference is the integration of educational and 
research activities into the hospital staff nurses' work. 
An example of a hospital nurse's job description taken from 
the 1980s research site is appended to this study. 
Preliminary work on developing a method of studying nurses' 
activities at the study site was initiated in early 1983. 
(A report on these activities is in Appendix G.) 
Similar to the technical panel convened for each of the 
1950s study, in 1983 a committee of six registered nurses 
(including three experienced staff nurses, a head nurse, a 
clinical nurse specialist, and a research project nurse 
consultant) was formed. This committee was charged with the 
responsibility for developing a comprehensive list of 
nursing tasks. The tasks were divided into two major 
categories of direct and indirect care. 
Direct care was defined (as in the 1950s studies) as 
patient-focused work completed by the nurse in the presence 
of a patient and/or family member. The commit tee came up 
with two separate lists of direct care tasks. One list was 
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for adult medical-surgical/critical care units, and the 
second was for the psychiatric patient care unit. This 
study will focus only on the adult medical-surgical/critical 
care units list because the highly specialized nature of 
psychiatric nursing would not serve as representative of 
general staff nurse's work. (For a copy of the medical-
surgical/critical care list refer to Appendix G). 
As a result of the committee's work, twenty-five 
general categories of nursing care were defined along with 
one hundred and thirty-four additional treatments and 
procedures. The actual number of line items listed was 
greater than one hundred and fifty-nine because many 
activities had to be completed more than once per shift, as 
a goal of this listing was to use it for the purposes of 
patient documentation and billing. Also, different types of 
injections, for example, intramuscular, subcutaneous and Z-
technique, were not listed separately as in the 1950s 
studies to compare the two data bases, such adjustments had 
to be made. 
Indirect care was defined, again as in the the 1950s 
study, as that work completed away from the patient's 
bedside in concert with direct care (variable indirect) and 
which also included organizationally-delegated tasks (fixed 
indirect). The committee listed nineteen variable and 
twenty-six fixed indirect tasks. (See Appendix G). 
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Two additional non-patient activites lunch and 
breaks were coded as "downtime". The concept of downtime is 
identical to the term "personal" used in the 1950 studies. 
University Hospital Case Study Site 
University Hospital is a five hundred and fifty bed 
institution which provides both inpatient and outpatient 
care for an indigent patient population. This hospital also 
functions as the clinical laboratory for university teaching 
and research activities. University Hospital is located 
close to the downtown area of a major midwestern metropolis 
and next to three other large medical centers. Sixty-six 
percent of all budgeted hospital nursing positions in this 
state are within the metropolitan area of this city 
(Illinois Hospital Association, 1985: 16). The hospital is 
part of a large state university system and is governed by a 
board of trustees. In 1980, three years prior to this 
study, the patient care was moved into a new ultra-modern 
hospital structure one block south of the old hospital. 
University Hospital, unlike smaller community hospitals 
and due to its state university mission, has a state-wide 
rather than a community focus. 
In 1983, the year of this study, University Hospital 
had 19,765 inpatient admissions with the average length of 
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stay per patient being 7. 7 days (University of Illinois 
Annual Report, 1983). 
University Hospital one of thirty-one teaching 
hospitals in the state which make-up 15% of the state's 
hospitals (Illinois Hospital Association, 1985: 3; 25). 
In 1982, 40% of hospital staff nurses were employed in 
hos pi ta ls with bed capacities greater than 400 (American 
Nurses' Association, 1982: 38) As noted earlier, two thirds 
of all budgeted staff nurse positions were located in the 
same metropolitan area as University Hospital. Although 
University Hospital is not the typical prototype hospital in 
its state, it does represent a particular type of urban 
hospital which demands the most up-to-date nursing 
technology due to a high-acuity patient population and high 
medical specialization connected to its teaching function. 
Therefore, it does represent a reasonable site for the study 
of 1980s nursing technology. 
Nursing at University Hosital 
The management of University Hospital's Department of 
Nursing is highly decentralized (refer to Appendix D) as are 
also most other departments of nursing in the 1980s 
(Clifford, 1982: 103). The Department's 1983 annual budget 
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was $26,000,000. Nursing services comprised approximately 
1,071 full-time equivalent positions, out of which, 83% 
(890) were professional registered nurse positions, slightly 
higher than the state average for teaching hospitals (about 
77% Illinois Hospital Association, 1985: 25). Both 
figures are 
professional 
higher than for non-teaching hospitals, whose 
staffs average 67% (Illinois Hospital 
Association 1985:25). 
The skill mix of nursing personnel providing actual 
patient care averages (across the Department) at sixty 
percent professional nurses and forty percent 
paraprofessionals (mainly, licensed practical nurses). This 
figure is more in line with the state's average and 
demonstrates the Department's extremely top heavy 
administrative layer. 
Staff nurse turnover, a figure frequently used as an 
indication of stability, was approximately 20% for fiscal 
1983. The metropoli tian figure ( 16%) is slightly lower 
(Illinois Hospital Association, 1985: 8). 
Primary nursing was introduced as a nursing service 
delivery model in 1973, a bit earlier than in most 
hospitals. 
Generally speaking, University Hospital's Department of 
Nursing with its slightly higher percentage of registered 
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nurses introduced policies such as primary nursing somewhat 
earlier than elsewhere. University Hospital is similar to 
most other urban facilities and does reflect major trends in 
hospital nursing in the 1980s. 
The University library archives revealed some 
information about the University Hospital's Department of 
Nursing in 1954. A statement of the Department's philosophy 
and standards, staff schedule and list of team leader 
responsibilities for each of the three workshifts were 
unearthed. (This information will be used as part of the 
analysis in the next chapter.) 
Study Sample 
Three patient-care units used in the preliminary study 
were again used because they were viewed as representative 
of nurses' work at University Hospital. The three uni ts 
included were Unit I, Seven East, and Seven West Transplant. 
Unit I is a small, twenty-nine bed surgical unit 
specializing in the care of patients with ear, nose, and 
throat disorders. This unit has a typical weekday shift 
staffing of four professional nurses and two licensed 
practical nurses. According to the current census acuity 
measurement, for every twenty-four hours each patient is in 
the hospital, that patient will require approximately seven 
hours of direct and indirect nursing care services. 
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The second unit selected was Seven East, a large sixty-
two bed, adult, general medical unit with three separate 
medical services. An additional six beds were reserved for 
patients with dermatological disorders. A typical casemix 
of patients included those with cardiac, respiratory, 
gastrointestinal, and endocrine system disorders. A typical 
weekday shift staff pattern included ten professional nurses 
and six to eight other personnel (i.e., licensed practical 
nurses, nurses' aides, orderlies). A typical patient on 
this unit received a total of six hours of direct and 
indirect nursing services over a twenty-four hour day. 
The third unit was selected to represent the 
specialized critical care patient unit 
Transplant. This unit had fifteen 
Seven West Organ 
beds and a typical 
weekday day shift staffing included five to six professional 
staff and one unit-assigned nurses' aide. A typical patient 
in this unit received nine hours of direct plus indirect 
nursing services in a twenty-four hour period. 
Data Collection 
The head nurse on each of the three units worked with 
departmental nursing consultants in order to ready each 
site. Staff were informed of the reasons for the study and 
of the data collection methods that would be used. In 
addition, two outside consul tan ts industrial engineers 
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from a national consulting firm -- were present to provide 
additional technical assistance and external validaton. 
Initial attempts at self-reporting by unit-based 
nursing staff met with shortcomings (as was also outlined 
for the 1953 Washington State Study-Washington State Nurses' 
Association, 1953:5-6). It was obvious that busy staff were 
underrepresenting their activities. Therefore, the present 
researcher dropped the self-reporting data and used only 
information acquired as a result of work sampling. 
The work sampling was done twenty-four hours per day 
(for all three work shifts) for seven consecutive days on 
all three uni ts. work samplers were given a structured 
educational presentation. Most work samplers were 
professional nurses or nursing students near the end of 
their educations. 
The total number of observed work shifts included in 
this sample were two hundred and fifty-two (on Unit I: 49; 
on Seven East: 126; and, on Seven West Transplant: 77).11 
The next chapter will detail study results. 
11 The number of observations needed for a +/- 5% 
standard of error at a 95% Confidence level, as outlined 
earlier, for a direct care at fifty-five percent 
(approximated) was 1310 observations. This study exceeded 
that number thus assuring the validity of data collected. 
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CHAPTER IV 
HISTORICAL COLLECTIVE TASK CONCEPTION ANALYSIS 
Formation of Historical Task Conceptions 
Changes in the occupational technology of hospital 
nursing have been measured over a thirty-year period using 
the historical collective task conceptions of nursing in the 
1950s and then again in the 1980s. In this chapter I 
present the pattern of changes in these nursing tasks over 
the last three decades. In Chapter Five I will present the 
relationship between demonstrated changes in occupational 
technology (independent variable), as evidenced in task 
conceptions, and changes in corresponding organizational 
structure (dependent variable) -- operationally defined as 
the occupation's work arrangement (Dornbusch and Scott, 
1975: 78). 
The 1950s historical collective task conception of 
nursing is based primarily on a study conducted in twelve 
urban New York Hospitals using general medical-surgical 
units (New York University, 1952). A total of fifty 
registered nurses' work shifts were sampled. Several 
additional 1950s studies of nurses' work have also been used 
to support development of the 1950s collective task 
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conception, and they too will be discussed as they pertain 
to this study. 
TWO hundred and twenty-six registered nurses' work 
shifts were sampled at University Hospital in 1983. Sample 
results will be used as the 1980s collective task conception 
of nursing. A breakdown of work shifts sampled by type of 
patient unit for the 1983 data collection is in Table 2. 
Table 2. Number and Percent of Workshifts Sampled by Unit 
at University Hospital, 1983 
Unit Number of Percent of Total 
Work Shifts Sam2le 
Small specialized 46 20% 
surgical unit ( UI) 
Small critical care 61 27% 
unit (7W) 
Large general medical 119 54% 
unit (7E) 
A similar study of hospital staff nurses' work was 
completed the same year in a similar type of setting 
(Minyard et. al., 1986). This study's findings will be used 
to corroborate University Hospital sample results as typical 
of the 1980s collective task conception of nursing. 
Both the 1950s and the 1980s hospitals sampled 
represented larger urban settings. The introduction of a 
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specialized surgical and critical care unit in the 1980s 
sample ( 4 7% of the total sample) represented the typical 
composition of adult hospital beds in the 1980s as did the 
sample of general adult medical-surgical beds in the 1950s 
studies for the 1950s hospitals. Thus the 1950s and 1980s 
studies, although using different types of patient-care 
units, are similar in that they represented typical urban 
hospitals for their respective historical era. 
The next three sections of this chapter include 
specific information on the historical work studies. First, 
I will present an overall comparison of time spent in the 
major categories of work (direct and indirect patient care) 
for each time period. I will then compare similarities and 
differences in the types of tasks listed in the category of 
direct care for 1950s and 1980s and present a similar 
comparison of indirect care tasks. Finally, I will 
summarize changes in nursing tasks over a thirty-year 
period. 
Time Spent in Major Work Categories 
1950s Nurses' Work 
As defined, direct care is patient-focused work 
completed by a staff nurse at the patient's bedside or with 
the patient's family. These "hands on" tasks are 
traditionally what is associated with the work role of 
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nursing. Results of two major 1950s studies (California and 
New York) differed as to the amount of time staff nurses 
spent at the bedside. 
Table 3. 
study Site 
California 
New York 
Kansas 
washing ton 
Percent of Time Spent by Nurses in Major 
Categories of Work in 1950s 
% Time in 
Direct Care 
60 
39 
56 
42 
% Time in 
Indirect and 
Personal Time 
40 
61 
44 
58 
sources: California State Nurses' Association, 1953:107; 
Kansas State Nurses' Association, 1953:13; New York 
university, 1952:30; and, Washington State Nurses' 
Association, 1953:94. 
As Table 3 indicates, there were some sharp differences 
in results which need to be explored further. The 
California Study included all types of hospital patient 
units (medical, surgical, obstetrical, pediatric, operating 
room, etc.) in all types of hospital settings (rural and 
urban). In addition, psychiatric and tuberculosis sanitaria 
staff nurses were included in the sample. In contrast, the 
New York Study sampled only adult medical-surgical beds in 
urban general hospitals. 
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I also examined two other 1950s studies of hospital 
nursing. The Kansas Study (1953) used the same A.N.A. 
study format. As noted in Chapter Three, I eliminated this 
study for direct comparison with the 1983 Study because it 
sampled only small (less than fifty beds), rural, hospitals 
in towns with populations of less than two thousand. 
The Washington State Study used three general hospitals 
two urban and one rural setting. One observation made in 
this study as a result of contrasting urban and rural 
settings was that the rural hospital reported a higher 
percent of direct care work time than did the urban 
hospitals (Washington State Nurses' Association, 1953:87). 
This observation coupled with the Kansas Study results 
suggests that nurses in small rural hospitals tend to spend 
a greater percent of their work day in direct care tasks 
than do those in larger, urban hospitals. 
Since documentation of the California Study did not 
differentiate rural vs. urban nor general vs. specialized 
types of hospitals, the results were not used to create the 
historical collective task conception of 1950s nursing in 
this study. I decided it would be better to compare like 
hospitals (urban general) 
(adult medical-surgical) 
and 
over 
like patient populations 
three decades since 
preliminary findings indicated differences among different 
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types of hospital settings and patient populations within 
one historical era. Therefore, results of the New York 
study, which included the same type of hospital setting and 
patient population as used in the 1983 sample, were used. 
The New York Study the 1950s collective task 
conception of nursing -- concluded overall that staff nurses 
spent 39% of their work day in direct care activities, 48% 
in indirect care tasks, and 13% in personal time (New York 
University, 1952:30). 
1980s Nurses' Work 
Nurses at University Hospital spent 32% of their work 
day at the patients' bedside in direct care tasks. A 
slightly higher percent of time in direct care was reported 
for the specialized surgical (36%) and critical care units 
(34%) than the general medical unit (30%). 
The overall indirect care at University Hospital made 
up 54% of nurses' work. As Table 4 indicates, the general 
medical unit reported the highest percent of indirect care 
(58%), followed by the critical care unit (53%) and lowest 
was the specialized surgical unit (46%). 
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Table 4. Percent of Time University Hospital Staff Nurses 
Spent in Major Work Categories 
Unit % % % 
Direct Indirect Personal 
Care Care Time 
small specialized 36% 46% 17% 
surgical unit (Ul) 
small, critical care 34 53 11 
unit (7W) 
Large general medical 30 58 10 
unit (7E) 
University Hospital's overall ratio of direct (32%) to 
indirect (54%) care was similar to results of another 1983 
study. A work sampling of staff nurses at a large urban 
teaching hospital located in the Southern United States 
indicated nurses spent 33% of their day at the patient's 
bedside and 47% of their time in indirect care tasks 
(Minyard et. al., 1986:31). The proportions of direct to 
indirect care are similar in both 1983 studies and support 
the statement that University Hospital is typical of the 
1980 urban hospitals which make up 58% of all U.S. hospitals 
in 1983 (American Hospital Association Statistics, 1983). 
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Major Divisions of Work Tasks in 
Historical Perspective 
The differences in proportionate of time spent by urban 
hospital staff nurses between 1952 and 1983 are negligible 
(Table 5). This is somewhat surprising since a frequent 
complaint of 1980s nurses is they are not able to be at the 
bedside as much as nurses ''used to be''. However, hospital 
patients today tend to be sicker, and the load of paperwork 
heavier than a generation ago. 
Table 5. Percent of Time Staff Nurses Spent in Major Work 
Categories: 1952 and 1983 
Time Period Types of Work 
and Location Direct Indirect Personal 
1952 - New York 39% 48% 13% 
1983 - University 32 54 13 
Hospital 
The next section will now explore and compare in depth 
the actual task composition of direct care for each of the 
two historical eras. 
Direct Care Task Analysis 
Direct Care: 1950s 
The 1950s collective task conception of direct care 
activities included 113 different items (see complete 
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listing in 
selected 
Appendix E). 
from sections 
Items for the present study were 
labeled "Nursing Care" and 
"Medication, Treatments, and Procedures". "Special 
services'', which included direct care nursing tasks for 
specialties such as obstetrics and the operating room, was 
deleted since the 1983 listing was designed only for an 
adult medical-surgical and critical-care patient population. 
In the 1950s list of 113 nursing care tasks, 54 were 
"Nursing Care" activities while 69 of the direct care tasks 
were "Medications, Treatments, and Procedures" activities. 
Part of the 1950s A.N.A. study format was to separate 
direct care activities into the two categories of (1) 
Nursing Care and (2) Medications, Treatments, and 
Procedures. The A.N.A. reasoned that the latter category 
was work which could only be completed by professional 
registered nurses and so wished to demonstrate what part of 
direct care was spent completing these activities (A.N.A., 
1950). 
As indicated previously, in the New York Study direct 
care made up 39% of an average work day. Basic "Nursing 
Care" activities took up 23% of a work day, while 
"Medications, Treatments, and Procedures" occupied 16% (New 
York University, 1952:30). 
of direct care work and 
Procedures 40%. 
So Nursing Care tasks were 60% 
Medications, Treatments, and 
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Direct Care: 1980s 
The 1980s direct care activities list was developed 
from the Adult Medical-Surgical/Critical Care Patient 
classification Tool (Appendix G). This tool was designed to 
include all possible direct care tasks associated with any 
adult patients on the medical, surgical, and critical care 
units. It was tested for validity by outside consultants at 
the same time personnel at University Hospital were work 
sampled. The external consultants agreed that the listing 
covers 98% of all direct care services at University 
Hospital in 1983 (Peat, Marwick and Mitchell, 1984). 
Activities in that two percent of non-covered direct care 
activities included tasks such as running personal errands 
for a patient. 
The Patient Classification Format was not too unlike 
the 1950s listing. Page one of the tool listed basic 
nursing 
signs. 
care tasks such as hygiene, nutrition, and vital 
Included in the twenty-five i tern listing on the 
first page were six dealing with medications and intravenous 
therapy. Each of the twenty-five line items had sub-
headings which ranged from independent to complex. For each 
of the line listings a discrete, elemental, and mutually 
exclusive definition of the task was developed. (See 
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Appendix G for definitions of the line listings on page one 
of the tool). 
On pages two and three of the tool was a comprehensive 
list of treatments and procedures along with sub-listings. 
Definitions do not accompany these task listings because 
they were already developed in a clinical policy and 
procedural manual. Thirteen areas are indicated.12 A 
total of one hundred and thirty-four separate nursing tasks 
were listed. 
Direct care categories for 1983 were redistributed so 
that the two subcategories of "Nursing Care" and 
"Medications, Treatments, and Procedures" paralleled the 
1950s categories. When completed, the 1983 Direct Care 
Activities list included nineteen Nursing Care tasks and one 
hundred and forty Medication, Treatments, and Procedures 
task listings. "Nursing Care" tasks were 12% of the total 
159 tasks and Medication, Treatments and Procedures" tasks 
represented 88% of the line items. 
In the 1983 University Hospital Study, direct care made 
up 37% of the total work of a staff nurse. Nurses spent 19% 
of their work time involved in direct care tasks of basic 
12 "Psych Only" category is used in the psychiatric adult 
unit, which is outside the parameters of this study so it 
was deleted. 
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•nursing care" and 19% in direct care tasks associated with 
medications, treatments, and procedures. Thus their direct 
~ work time was evenly spit between basic nursing care 
and medication, treatments, and procedures tasks. 
The next part of this section will compare 1950s and 
1980s direct care task listings and time spent by nurses on 
those tasks. 
Comparison of 1950s to 1980s 
I will now compare the 1950s and 1980s direct care task 
lists. Due to my unfamiliarity with nursing practice in the 
early 1950s, a medical-surgical nursing textbook from that 
time period served as a reference for task clarification 
(Fuerst and Wolff, 1959). An example of the working 
document appears in Figure 2 using the direct care task of 
blood transfusion. One can see that in 1952 a blood 
transfusion involved only whole blood, whereas thirty years 
later a transfusion is relabeled "blood component therapy" 
and the tasks surrounding transfusion can involve four types 
of transfusion. This trend towards greater complexity and 
specificity can be seen throughout the comparison of 1950s 
with 1980s tasks associated with "treatments, procedures, 
and medication". However, direct patient care activities 
associated with basic ''nursing care" (i.e., hygiene, 
nutrition, etc.) remain quite similar over thirty years in 
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Figure 2. Direct Care Task List: Blood Transformation 
1952 
List No. 
27-3 211 
27-4 211A 
27-5 254 
27-6 212 
27-7 212A 
Source: 
Task Title 
Begins Transfusion 
Assist in Beginning 
Performs Periodical 
Check-ups During 
Terminates Transfusion 
Assists in Terminating 
1983 
Task Title 
Monitored Meds 
Bld Component Therapy 
Units Cryo/Platelets 
Units WBCs 
Units RB Cs 
Units Plasma 
Sublistings 
Simple, Inter, 
Complex 
No. of Units 
No. of Units 
No. of Units 
No. of Units 
California State Nurses' Association, 1953: 37-40; University 
of Illinois patient Classification Tool, 1983. 
content. Humans have basic physiological needs, and when 
too ill to meet themselves need assistance usually from the 
staff nurse. One change involves tasks associated with 
basic care in the area of psychosocial nursing. As Figure 3 
demonstrates, the tasks of 1983 are treatment-focused as 
opposed to the instrumental role assumed by nurses in 1952. 
Note: It is important to note however that in 1952 nurses 
described psychosocial tasks in passive terms (i.e., 
"reassure''), whereas in 1983 they used treatment terms such 
as "reality orientation", "limit setting", and 
"socialization". Another 
occurred in terminology. 
change in basic nursing care 
"Observation" was replaced by 
"assessment". This change in terminology reflects a change 
in basic practice. The 1950s nursing texts read like a 
procedural manual with examples given to "train" nurses to 
handle specific medical diagnoses or execute specific 
procedures without relating them to long-
range results (Fuerst and Wolff, 1959). Observation as a 
task with a specific list of signs and symptoms to observe 
for are appended to each major medical problem (Fuerst and 
Wolff, 1959: 121-128). In contrast, the 1980s texts focus 
on the nursing process -- a problem-solving approach --based 
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Figure 3. Direct Care Tasks: Psychosocial 
1952 
List No. 
26 140 
27 141 
28 141A 
Task Title 
Reassures emotionally 
upset patient or 
patient's family 
Plans recreational 
amusement for patient 
Assists with planning 
1983 
Task Title 
Realty Orientation 
Socialization 
Limit Setting 
Sublistings 
Simple, Inter, 
Complex 
Simple, Inter, 
Complex 
upon scientific methods (Lindberg, et. al., 1983:229 and 
sundberg, 1986:42-43). In the 1980s nursing approach, 
observation is defined as only one of eight methods of data 
collection (Lindberg et. al., 1983:231). Today observation 
is viewed as part of assessment -- the first task in the 
nursing process. Assessment of a client, family, or 
community for the purpose of identifying potential health 
issues, a major component of 1980s nurses' work, did not 
appear either on the 1950s task list nor in nursing texts of 
that era. Emphasis on the assessment phase, along with a 
formation of nursing diagnosis (a statement describing 
actual or potential alterations in the health state of a 
patient (Sundberg, 1986:43), represents the introduction of 
scientific problem-solving into the nursing process. Most 
nursing literature attributes this shift in practice to the 
movement of nurses from training schools into university 
settings (i.e., from atomized notions of rate procedure to 
theoretical ideas of health goal attainment). 
One 1950s nursing teacher cited three examples of why 
merely "trained" nurses would be dysfunctional in the future 
(Bridgman, 1953:27-29). As a first example, increasing 
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responsibility for procedures such as blood transfusionsl3 
would demand an educated professional -- not a technician. 
As a second example, bioequipment was a major factor in the 
growth in complexity of diagnostic and therapeutic tasks 
within the hospital. Nurse teachers in the 1950s documented 
the fact that technological growth altered nursing's work 
(Bridgman, 1953:28). A third argument for an "educated" 
nurse was the "issue of errors in physician orders" 
(Bridgman, 1953:29). As early as 1953, nursing was aware of 
potential problems for patients associated with both rapid 
pharmaceutical advances and medical specialization. Nursing 
had become sensitive to the additional basic nursing tasks 
of coordinating a patient's hospitalization in the 
environment of technological change and medical 
specialization. 
Basic nursing care changed over thirty years so that 
1980s basic nursing tasks are now framed in a perspective of 
scientifically-based theory and directed more towards basic 
exploration and cure than the 1950s model of hit-or-miss 
palliation. But, along with these changes the "caring" 
functions historically associated with the hospital nurse's 
13 At the time this author wrote (1953), nurses were just 
beginning to assume responsibility from physicians for the 
tasks associated with blood transfusions. 
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role continued. Basic nursing care made up 23% of a staff 
nurse's work day in 1952. 
nurses spent at bedside. 
This was 60% of the total time 
The 1983 study indicated nurses spent 19% of their work 
day completing basic nursing care tasks, representing 50% of 
the total time spent at bedside. There were differences 
within units sampled at University Hospital. Basic nursing 
care represented 67% of all bedside nursing tasks on the 
smaller er i ti cal care unit ( 7W), 52% on the large general 
medical unit (7E), and 33% on the small, specialized 
surgical unit (UI). A strong correlation exists between the 
unit's percent of time spent on basic nursing care and 
average length of patient stay in the hospital. Unit 7W had 
the highest percent of basic nursing care along with the 
longest length of stay, followed by 7E, with UI having the 
lowest basic nursing care percentage along with the shortest 
typical patient stay ·in the hospital. These results, 
although not statistically significant, suggest that the 
reduction in length of hospitalizations has affected the 
nursing tasks at bedside. 
Parallel to changes in the direct care category of 
Nursing Care were changes in Medications, Treatments, and 
Procedures. The 1950s task list included sixty-nine 
activities under Medications, Treatments, and Procedures. 
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In the 1983 list this area was exactly doubled (l~O). Many 
of the additions can be attributed to greater specificity in 
practice as was demonstrated in Figure 3 Blood 
Transfusion. In the 1950s, only whole blood was transfused; 
but by the 1980s, health care workers had developed an 
entire therapy based on transfusion of multiple blood 
components. 
The 1950s staff nurses spent 15% of their total work 
time completing tasks under the category of Medications, 
Treatments, and Procedures, representing 40% of the total 
direct care-bedside-nursing tasks. Nurses in the 1983 study 
spent 19% of their total direct care time in such tasks; but 
with the decrease in overall percent of time at bedside (39% 
down to 37%), overall time spent in medications, treatments, 
and procedures rose from 40% to 50% of total time at the 
patient's bedside by 1983. 
With the rising costs of hospitalization and overall 
decreased length of stay, today patients no longer remain in 
an acute care setting for basic nursing care. Extended 
facilities and home health have replaced the last several 
days of surgical patients' stays, as well as eliminating 
patients being admitted to the hospital for only basic 
nursing care. The patient with a primary diagnosis of 
pneumonia without complications or secondary health 
92 
problems, seen often in the 1950s hospital, is non-existant. 
Given the formula of higher acuity plus correspondingly 
higher costs, a patient with viral bilateral pneumonia would 
routinely be treated at home. 
From the hospitalized patient's perspective this shift 
at bedside from basic nursing care to medication, 
treatments, and procedural tasks could easily lead to the 
perception of a less personalized and more technically-
or iented relationship than that traditionally associated 
with the bedside nurse. 
The staff nurse's direct care work has changed. But 
the trend towards more time in medication, treatment, and 
procedural tasks supports an increasingly important emphasis 
on the "curing" function by nurses, implemented of course 
importantly by the traditional "caring" function of nursing. 
The increase in such tasks also supports the projection 
made by the· American Nurse's Association in 1950 that these 
tasks would increase in number and complexity over the next 
several decades thus making them a category of study in the 
1950s. 
As the 1950s nursing leader forecasted, the proportion 
of direct care in nurses' work associated with "caring" has 
changed. The next section of this chapter focuses on 
indirect care -- that work completed in support of direct 
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care. Here, the third example of changes in nurses work --
case coordination --will be taken up. 
Indirect Care Task Analysis 
Indirect Care: 1950s 
Indirect care is that part of a staff nurse's work 
completed away from the patient's bedside. which is 
Indirect care has two subcategories variable and 
invariable. 
Variable indirect care is labeled as such because it is 
considered to be "census-sensitive". That is, as the number 
of patients or level of overall patient-acuity rises, so 
does the amount of variable indirect care. This care is 
patient-focused work. Examples which appeared in both 
historical task lists are chart documentation, patient care 
planning and transcription of physician orders. 
The second subcategory of indirect care is ''invariable'' 
(often referred to as fixed) indirect patient care. This 
work is associated with the hospital's mission to provide 
health care, but the tasks themselves are not directly 
related to individual patient care. Rather, work in this 
subcategory is directed at and completed in support of the 
patient care unit or hospital-wide organizational structure. 
Again, examples of invariable indirect patient care tasks in 
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both the 1950s and 1980s list are ordering supplies, 
checking equipment, student education, and the 
professional's own continuing education. 
An extensive list of indirect care nursing tasks 
existed from the 1950s studies. A major reason for this was 
the professional association's goal to remove from the staff 
nurse's role all non-nursing activities, which were defined 
as 
activity which is directed toward the 
provision of service within the institution 
which supports and facilitates the nursing 
service and wherein the exercise of judgment 
would affect patient care only indirectly 
(New York University, 1952:5-6). 
Five areas of non-nursing activity listed in the 1952 study 
were care of environment, provision of and care of equipment 
and supplies, clerical services which facilitated patient 
care, messenger and transportation services on behalf of or 
for the patient, and servicing dietary needs of the patient 
(New York University, 1952. See Appendix E for a 
comprehensive list of tasks for each of these five areas). 
These non-nursing tasks are considered part of the 
invariable indirect care list for 1950s nursing. 
Several additional categories of invariable indirect 
care listed in Appendix E considered to be a part of 
professional nursing are administration, teaching, and, 
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professional growth (continuing education). A breakdown of 
percent of work time staff nurses spent in each of these 
indirect care areas appears in Table 6. 
Table 6. Percent of Work Time 
Various Categories 
Activities 
1950s Staff Nurses Spent in 
of Indirect Patient Care 
Indirect Care Tasks 
variable: 
Pt-centered 
Invariable: 
Administration 
Teaching 
Professional Growth 
Care of Environment 
Clerical 
Equipment and Supplies 
Errands 
Total Indirect Care Time 
11% 
17 
2 
2 
3 
9 
3 
1 
48% 
Source: A Study of Nursing Functions in Twelve 
in the State of New York, New York: 
University. 1952:30. 
Indirect Care: 1980s 
Hospital 
New York 
The list of variable and invariable indirect nursing 
tasks in the 1983 study was not as well-developed as that in 
1952.14 The distinction between variable (patient-centered) 
and invariable (unit-based) remained; but what was of more 
interest to nursing was the breakdown of indirect care work 
14 A copy of the list is appended to this study. 
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into the categories of paperwork, communication (face-to-
face and telephone), and other (a catchall category). The 
1983 indirect care work sampling results were presented both 
ways. 
A breakdown of indirect care by categories of variable 
and invariable appears below in Table 7. 
Table 7. Percentage of What Time 1980s Staff Nurses Spent 
on Indirect Care by Patient Care Unit. 
Types of 
Variable 
(Patient-centered) 
Indirect Care 
Invariable 
(Unit-centered) 
Patient Care Unit: 
UI 
7W 
7E 
University Hospital total 
36% 
55 
43 
45% 
63% 
45 
57 
55% 
University Hospital's overall indirect care time 
represented 49% of a nurse's work day (U-I (44%): 7W (54%): 
and 7E (49%). A similar work sampling study, cited earlier, 
and completed the same year in a similar facility listed 
indirect care as 47% of a nurse's work day-Manyard et. al., 
1986:31). This supports the argument that University 
Hospital's nurses work is typical of hospital nursing in the 
1980s. 
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A second breakdown of indirect care task categories by 
paperwork, communication, and other indirect tasks is 
presented in Table 8. 
Table 8. Percent of Work Time 1980s 
Paperwork, Communication, 
Tasks by Patient Care Unit. 
Staff Nurses Spent in 
and Other Indirect 
Type of Indirect Care Task 
Paperwork Communication Other 
Pt Care Unit: 
UI 41% 41% 17% 
7W 34 49 17 
7E 58 38 05 
University Hospital 
Total 47% 42% 11% 
Paperwork represents a significantly greater part of 
the general medicine unit's (7E) indirect work (58%), 
communication was 38%, and all other tasks made up 5% of the 
indirect work. The two smaller specialized units, Unit I 
and Seven West Organ Transplant, had different patterns. 
Unit I's work was evenly distributed between paperwork and 
communication with another 17% in other indirect. The 7-
West Organ Transplant unit had a similar "other" indirect 
care percentage (17%); but, experienced the highest 
percentage of indirect work time in communication (49%) 
followed by paperwork (34%). 
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Unit size may explain some of the differences between 
7E and the two other uni ts. Certain organizational tasks 
are hospital-based and require equal representation from all 
patient units (i.e., committee participation, quality 
assurance studies and student supervision). So a large unit 
like 7E with a considerably larger staff spent a 
proportionately lower percent of the individual staff 
nurse's work time on unit-related tasks which would be 
recorded as "other". In addition, the ratio of nurse to 
patients is higher than in the smaller specialized units, so 
the amount of work time an individual staff nurse spends 
documenting patient charts is greater. As noted, the unit 
with the highest bed census spent the most time on 
paperwork, followed by the unit with the next highest census 
(UI). Similarly, 7W, the smallest unit with lowest ratio of 
nurse to patient spent the lowest percent of indirect time 
on paperwork. 
As the amount of 
with census, so the 
time spent on paperwork correlated 
degree of medical specialization 
correlated with the category of communication. Seven-West, 
the most specialized unit, spent a higher percentage of 
indirect time in communication than did either of the non-
critical care units. 
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Indirect Care: Comparison of 1950s and 1980s 
Rademaker pointed out in her study of technical skills 
and registered nurses that the ANA' s 1950s work sampling 
results ultimately accelerated the introduction of auxiliary 
and non-nursing personnel by its documenting that 
professionals were spending too much time in menial "non-
nursing" types of tasks (1982:9). She further noted that, 
as a result of nurses' employment of Scientific Management's 
principles in patient unit management in the early 1960s, 
unit clerks began to assume many of the routine clerical and 
administrative functions that belonged to nursing in the 
1950s (Rademaker, 1982:9). The comparison of 1950s and 
1980s indirect care task composition (Table 8) clearly 
indicates that many non-patient-centered tasks have been 
redefined as outside the parameters of nurses' work. 
Table 9. Comparison of Percent of Work Time Staff Nurses 
Spent in Indirect Care: 1952 and 1983. 
Collective Task 
Conception: 
1952 
1983 
Type of 
Variable 
(Patient-centered) 
19% 
45 
100 
Indirect Care 
Invariable 
(Unit-related)) 
81% 
55 
Overall, indirect care activities as a percent of staff 
nurses' work remained constant over the thirty years. But 
of most interest is the composition of indirect care work. 
A significant shift in the type of indirect care tasks away 
from unit-related (invariable) to patient-centered 
(variable) work has occurred. (Table 9). 
This trend is, in fact, accelerated in the 1983 study. 
The critical care unit (7W), a small, highly specialized 
intensive care unit, has a variable (patient-centered) 
indirect patient reading of over 55%, with tasks of 
communication making up one-half of this unit's indirect 
work. This is particularly important because the shift to 
a higher percentage of hospital beds as designated for 
intensive care is evident in the 1980s health care 
institution. 
Summary Comparison of Collective Task 
Conceptions of Nursing: 1950s and 1980s 
The ratio of direct to indirect care over the last 
thirty years is surprisingly stable. The differences in 
amount of time nurses spend at the bedside are small, yet, 
the composition of tasks has changed marketly. 
The "curing'' function of nursing is evident in 1983 in 
the treatment-focused psychosocial tasks, as has been a 
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transition from passive observation to active assessment and 
a rise in amount of time spent on medication administration, 
treatments, and procedural tasks at the bedside. The 
"caring" function still remained visible but today 
represents a smaller part of nursing's bedside work, perhaps 
contributing to the patient's perception of a less 
personalized but more technically-directed nurse. Bedside 
work driven by the nursing process had a more conceptual 
basis in 1983, thus reflecting the professional 
socialization in a university setting. 
The most dramatic changes in nurses' work surfaced in 
the category of indirect care. The percent of a nurse's 
indirect work time spent on patient-centered (variable), 
indirect care shot from 19% in 1952 to 45% in 1983. The 
percent of overall work time spent on patient-centered, 
indirect care rose from 11% in 1952 to 26% in 1983, the 
sharpest rise occurring in the intensive care -unit -- the 
prototype patient care unit of the 1990s. 
Much of the non-nursing indirect care tasks listed in 
the 1950s studies (housekeeping, clerical, and dietary 
tasks) have been moved outside of 1980s nursing and evolved 
into their own specialized occupations. 
Changes in nursing technology work -- have led to 
organizational structural changes. Chapter Five will detail 
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changes in the nurse's work arrangements and operational 
definitions of organizational structure that have followed 
changes in nursing technology. 
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CHAPTER V 
NURSING: A PERSONAL SERVICE PROFESSIONAL 
IN LATE-INDUSTRIAL ERA ORGANIZATION 
Organization of Knowledge-Based Worker 
The organizational structure of hospital nursing has 
shifted in response to technological change from an 
institutional to a patient-centered work focus. In this 
chapter I will discuss this shift and then use Balmos' 
(1970) concept of personal service professional to 
categorize organizationally-bound professions, labeled 
"semi-professionals" in the sociological literature. The 
personal service professional perspective serves as an 
explanatory model for the direction hospital nursing has 
taken in response to the increased differentiation and 
specialization of work in hos pi ta ls a prototype 
organization of late industrial society. "Knowledge-based" 
workers (Freidson, 1973) frequently reject traditional 
managerial rationalization and control (Berkley, 1971). 
Therefore, an alternative definition of professional power 
and control is offered for nurses in the dual occupational 
and organization role of coordinator or integrator. In this 
way, a convergence of occupational and organizational 
sociological models can be achieved. 
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Shift in Hospital Nursing's Organizational Structure 
Operational Definition 
Organizational structure was the dependent variable in 
this study. Since the focus of analysis was nursing's core 
technology (staff nursing), the organizational structure 
investigated was working at the patient's bedside. "Work 
arrangement", a term first coined by Dornbusch and Scott 
(1975:78), was used in this study to connote how nursing 
tasks are structurally assigned and completed by personnel 
on the patient care unit. A summary of each historical 
collective task conception with its parallel work 
arrangement will be presented along with a summary of 
technological changes over the last thirty years. I will 
use the Weber ian ideal type as a tool for presenting and 
comparing the two historical periods (1964: 89-92). 
1950s: Era of Generalists 
The 1950s hospital health team was composed of 
professionals in medicine, social work, occupational 
therapy, physical therapy, clergy, and nursing (Lambertsen, 
1953:7). But, as one 1950s' nursing textbook noted, day-to-
day health care delivery was only a three-way system 
including physician, nurse, and patient (Fuerst and Wolff, 
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1959:7-9). Most patients were admitted, treated, and 
followed up (after hospitalization) by their own family 
physician. The idea of medical specialization was not yet 
well formalized in the early 1950sl5, and only about twenty 
medical specialties even existed (American Board of Medical 
specialists Statistics for 1953). So, typically a nurse 
worked with one doctor per patient case. 
Nursing technology, as evidenced in the 1952 collective 
task conception, was made up chiefly of basic nursing care 
at the bedside and unit-based tasks at the nursing station. 
The established work arrangement for assignment and 
completion of nursing tasks was "team nursing". 
Team nursing, considered an organizational innovation 
in the early 1950s, lasted as an established work 
arrangement through the mid 1970s. One to two registered 
nurses, a licensed practical nurse, and perhaps one nurse's 
aide were assigned to a group of twenty to twenty-five 
hospitalized patients. The goal of team nursing was to 
maximize use of nursing staff skills thereby providing 
efficient nursing care (Lambertsen, 1953). The role of team 
leader was assumed by the registered professional staff 
nurse, and assignment and completion of nursing tasks were 
15 Certification, a means of formalizing 
specialists, did not begin until the mid 1950s. 
106 
medical 
organized around the nursing team. The team leader provided 
directly to all patients on the unit the professional 
components of care (medications, treatments, and 
procedures), directed non-professional staff in the 
completion of all other tasks, and worked with the patient's 
physician. Since most of 1950s nursing tasks included basic 
nursing care (direct) and non-skilled organizational work 
(indirect), team nursing as a work arrangement was quite 
functional. 
Nursing assumed all "caring" functions, while medicine 
assumed the "curing" function. Adults with all types of 
medical and surgical problems were admitted to the same type 
of general medical-surgicial patient care units. 
Team nursing was the model of nursing service delivery 
in all 1950s sites included in this study. It was also the 
practice at the University Hospital in the 1950s as 
evidenced in 1954 Department of Nursing documents listing 
"Responsibilities of the Team Leader", found in the 
University library archives. 
Growth of the Differentiation and Specialization in 
Health Care 
Rapid growth in the number of hospital-based employees 
occurred between 1950 and 1975 (see Table 10). During the 
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twenty-five years during which team nursing remained the 
established work arrangement, many changes in the types and 
number of professional and technical occupations occurred. 
Table 10. Rise in Hospital-Based Technicians, Physicians, 
and Nurses over Twenty-Five Years 
Technicians 
Physicians 
Registered Nurses 
I in 1950 
78,038 
220,000 
375,000 
I in 1975 
397,000 
394,000 
935,000 
% 
Increase 
400% 
79 
149 
Source: Statistics taken from U.S. Department of 
Commerce, 1977. 
Strauss demonstrated that development of technical 
medical occupations followed the structure of medical 
specialties (1966:101-102). Between 1963 and 1980 not only 
did the absolute number of hospital-based heal th workers 
increase, but specialization in and around medicine occurred 
at an accelerated rate. A comparison of total physicians by 
area of practice in 1963 and again in 1980 demonstrates the 
trend towards specialization in medicine, which (as of 1983) 
yielded over eighty different medical specialties recognized 
by the American Medical Association (1983 Statistics). Over 
seventeen years (1963-1980), the number of licensed 
physicians in general practice (typical 1950s hospital 
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physician) had dropped 30% (American Medical Association 
statistics 1964:1981). During the same time period the 
number of physicians in medical specialties rose 112% as did 
the number in surgical specialties by 62% (American Medical 
Association Statistics, 1964.). Other types of medical 
specialties (e.g., psychiatry, ophthalmology) grew 168% 
(American Medical Association Statistics, 1964.). As a 
result 249 different hospital jobs existed by 1970 (U.S. 
Department of Labor, 1970) and the overall number of 
personnel per hospital bed rose from 73 in 1946 to over 300 
by the mid-1970s (American Hospital Association Statistics, 
1977). 
Following the trend of specialization in medicine and 
the rise in number and type of hospital technicians was the 
increased prevalence of admission to intensive care uni ts. 
ICUs were practically non-existent in the 1950s hospital 
setting, 
hospitals 
but by mid-1970s had been set up in 72% of all 
(American Hospital Association, 1977). By 1980, 
30% of all hospital beds in the United States were in ICUs 
(Jacox, 1982:77). Due to innovation in medical technology 
and shorter hospital stays, hospitals are caring for much 
sicker patients today. 
Nursing technology too has changed. The curing 
function of nursing has become equal in importance to the 
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caring function. Training of nursing students (1950 model) 
in the hospital was replaced by the university education of 
nurses. Team nursing, as a work arrangement, was becoming 
dysfunctional in most hospital settings by the mid-1970s. 
With the rise in patient acuity, increased complexity of 
technology, and multiple technical and professional 
specialists at the patient's bedside, nursing technology was 
forcing a change in the work arrangement. 
1980s: Highly Differentiated and Specialized Work 
Hospitals of the 1980s represent a typical late 
industrial organization in that it produces a service and 
employs multiple highly educated specialists with diverse 
technologies. The typical 1950s general medical and 
surgical uni ts have given away to specialized medical and 
surgical units along with increased use of ICUs. An 
individual patient's course of treatment is under the 
direction of multiple medical specialists and completed by 
an array of technicians. The division of labor is much more 
complex and interdependent. The actual length of a 
patient's hospitalization has decreased (largely due to 
influences, 
institution 
acuity or 
governmental and economic, outside the 
of health care), while the patient's 
degree of illness has risen sharply. 
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social 
actual 
Nursing 
technology, as evidenced in the 1983 collective task 
conception, had changed not in the amount of time at the 
bedside but rather in what made up hospital nurses' work. 
Nursing tasks at bedside were made up equally of caring 
(basic nursing care) and curing functions (medications, 
treatments, and procedures). A major change also occurred 
in nurses' indirect work tasks. Patient-centered work tasks 
which made up 23% of indirect care tasks in the 1952 study 
now make up almost 47% of indirect care work. And, as 
evidenced in the comparison of University Hospital units, 
the ICU's nurses spent over 55% of their indirect care time 
on patient-centered indirect care activities. 
This shift in work composition explains why primary 
nursing, as a work arrangement, gained popularity in 
hospital nursing in the mid 1970s. University Hospital 
initiated primary nursing in 1973 and by 1983 all units had 
implemented the conceptual structure. Originally conceived 
(by Marie Manthey at the University of Minnesota Hospitals) 
in 1970, primary nursing advocated a holistic approach to 
patient care adapted from an educational model developed in 
collegiate nursing which emphasizing individualized patient 
care (Marr am et. al., 1974: 46). A student assumed 
responsibility for a patient's care from admission through 
discharge. The purpose of this model was to teach students 
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patient case management in addition to pro~il!iing nursing 
care. In the hospital, primary nurses ; (registered 
professional staff nurses) assumed accountability for 
providing total, comprehensive, continuous, patient-centered 
care for the duration of a hospital stay~~ This was 
completed through primary nurse coordination of patient 
care. Communication with and among patient, family, 
physicians, and other health workers was the Chief function 
of primary nursing. This was obvious from the 1983 findings 
which indicated that staff nurses spent about 42% of their 
indirect care time in patient-focused communication. Again 
the critical care unit reported a higher percentage of time 
(49%) spent in communication. The other major- category of 
indirect care activities in the 1983 study, paperwork, took 
up approximately 47% of nurses' indirect care work time. 
These findings are supported by the research ·of Leatt and 
Schneck (1982), who also found that increased complexity in 
health technology led to increase in number of written 
documents produced on a patient care unit. :Two additional 
findings of the Leatt and Schneck study were that increase 
in technology produced a greater ratio ofc professional 
nursing staff to patients and a corresponding 
decentralization of the decision-making process concerning 
patient care. 
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The 1983 University Hospital Study results corresponded 
with Leatt and Schneck's statement. As technology 
increased, so did the proportion of professional nursing 
staff to patients. Within the 1983 study, differences in 
the medical, surgical, and the critical care units were 
obvious. On 7 East, a general medical unit, 60% of the 
personnel shifts worked were completed by registered nurses; 
whereas on the smaller specialized surgical unit (UI) the 
number rose to 64%, and on the critical care unit (7W), to 
71%. Again, as the work changed so that more of it had to 
be completed by professional nurses, the percent of 
professional staff increased. This shift in technology made 
the team nursing work arrangement obsolete. 
Actual decision-making, clinical and administrative, 
was not measured directly as part of this study. However, 
from the increased time nurses' spent both in direct care 
tasks associated with assessment and monitoring and indirect 
care tasks in the category of communication, one could infer 
that a high degree of patient-centered decision-making by 
individual primary nurses had occurred. 
A great deal of nursing research in the last decade has 
focused on the differences in nursing care which patients 
receive under team versus primary nursing (i.e., Hamera and 
O'Connell, 1981; Shukla, 1981). Jones (1975) examined the 
113 
effect primary nursing had on patient case management. She 
discovered that patients on a renal transplant unit (similar 
to the one used in the 1983 study), where primary nursing 
was the established work arrangement, were discharged on 
average twenty-one days sooner than on a similar unit using 
team nursing. This research indicated primary nursing was a 
structurally effective work arrangement. 
In 1978 the federal government projected all-RN teams 
by 1990 (United States Department of Health, Education and 
Welfare, 1978). The general trend in hospitals towards a 
greater proportion of professional nurses delivering patient 
care is now well established (Aiken and Blendon, 1981). 
Professional hospital nursing work in the 1990 is 
projected to consist of 50% clinical assessment and 50% case 
management (Jacox, 1982:79). As does the federal 
government, nursing leaders project all-RN teams in most 
acute-care settings (Alfano, 1980). 
Organizational Coordination: Role of 1980s Nursing 
The general consensus among published authors in 
nursing is that the major role of 1980s hospital nursing is 
to integrate and synthesize volumes of differential 
knowledge into coordinated, safe, patient care (McClure and 
Nelson, 1982:65). 
114 
As health care ·has continued to specialize and the 
numbers and types of technicians have expanded, nursing' s 
occupational and organizational roles too have changed. 
Nursing as a profession has clinical responsibility for a 
new, high-tech type of nursing care increasingly focused on 
the curing function. 
organizational member in 
accountable for using 
Concurrently, 
the role of 
professional 
administratively manage patient cases. 
nursing as 
primary nurse 
knowledge 
an 
is 
to 
In their theoretical analysis of organizations, 
Lawrence and 
differentiation 
organizations 
specializing 
differentiation. 
Lor sch ( 1969) explicated the 
and integration. They 
are divided into subsets 
of 
that 
ideas 
state 
of people 
in particular functions, termed 
Within these subsets, people are enmeshed 
in their own areas of concern and develop their own sets of 
values, attitudes, and norms that aff~ct their behavior 
differentiated groups so that they come together for the 
purpose of fulfilling the organization's goals and producing 
its product. All this is termed coordination or 
integration. Because integration is vital to the 
organization's integrity, persons serving in the role of 
coordinators-integrators assume increased status and power. 
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It is easy to apply the Lawrence and Lorsch framework 
to the analysis of 1980s' hospitals. Hospitals are 
organized into highly specialized organizational subsets. 
Differentiation clearly exists thus making necessary the 
process of integration so that the hospital's organizational 
goal -- to deliver health services to patients -- is met. 
The differentiated parts must come into play at the right 
time and the right place if the patient is to benefit. It 
is the professional staff nurse who assumes this role of 
coordinator-integrator at the bedside. 
Convergence of Organizational and 
Occupational Sociological Models 
This role of coordinator within an organization is not 
unique to hospital nursing. Other professionals, which 
would traditionally be considered "semi-professionals" or 
marginal professionals, in part due to their organizational 
location, have assumed the organizational role of integrator 
by virtue of their professional education and organizational 
placement. The role of social workers in industry has been 
researched and found to be similar to that of hospital 
nurses in their integrative functioning (Frank and Streeter, 
1985; Gould et al., 1985). In fact, the professionalization 
of personnel administrators has in part been due to their 
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coordinative function in employee industrial relations 
(Baron, 1986). 
Nass (1986) suggests that sociologists focus on 
similarities between professionals and organizations rather 
than differences. Perhaps the constrictive nature of 
traditional occupational and organizational literature has 
made doing this difficult. Occupational sociologists tend 
to view organizational affiliation as incompatible with 
professionals' work, and organizational sociologists try to 
ignore or compartmentalize professional employees. Halmos' 
model of personal service professions can clarify the 
different directions professionals can take within the 
boundaries of a formal organization and show how these 
directions support overall organizational structure. I hope 
such a blending of occupational and organizational models 
offers a more effective way to study work in the late 
industrial society. 
Halmos (1970) suggests that the professions of nursing, 
teaching, and social work should be considered different 
from medicine, law, accounting, and engineering in that the 
former are professions whose principal function is to bring 
about changes in the client as a whole person. To do this, 
the professional must deal with the person as a human 
entity, and so he applies the label of "personal service 
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profession" to them. On the other hand, physicians, 
lawyers, et. al. tend to deal only with specific client 
needs or problems not the client as a whole person. 
Certainly there are professionals who combine both 
approaches. The family practitioner and pediatrician are 
examples of medical specialists who would qualify as 
personal service professionals, as would a family lawyer who 
acts as advisor and confidant. But, generally, 
professionals who address specific client needs or problems 
in isolation from the person as a whole work in what we may 
refer to as "impersonal service professions". 
The important distinction in Balmos' model of 
professions for purposes of this discussion is whether or 
not a professional deals with a client holistically. In the 
case of health care, nurses and social workers can be viewed 
as professionals who deal holistically with patients; 
whereas many medical specialists, hospital administrators, 
and technicians deal only with a client's "third party 
problem". The number of physicians in hospital practice who 
would be considered in the category of "personal" service 
professionals has dropped significantly over the last thirty 
years. Patients coming into the hospital are subjected to 
many professionals who address third party problems (i.e., 
radiologists, anestheologists, and surgeons). With 
118 
increased specialization within all professions, the number 
and amount of "impersonal" service professionals rises, thus 
creating a need for integration within and between 
occupations. 
At the same time that specialization within professions 
gives rise to a need for integrating the overall number of 
"knowledge-based" workers within organizations (Freidson, 
1973), this group has challenged traditional organizational 
models of control and authority (Berkley, 1971). 
Freidson has suggested that the division of labor in 
late industrial society (he uses the term "postindustrial") 
will be based on occupational rather than managerial 
authority (1973:57). He specifically cited health care as 
an organization which will be structured around the 
authority of physicians. I agree that knowledge plays a 
significant role not only in the technology of late 
industrial socie·ty but in the structural 
work as well. Within the field of health 
organization of 
care, knowledge 
has pushed technology forward and contributed to increased 
specialization and differentiation in all health-related 
work. But as discussed earlier, increased medical knowledge 
does not necessarily address the fundamental organizational 
problems of coordinating all aspects of high-tech care at 
the patient's bedside -- the site of service delivery. As 
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greater specialization and differentiation of work 
associated with health care delivery occurs as a result of 
new knowledge, the need for integration of all impersonal 
service professionals' services increases proportionately. 
Concepts of professional control and authority take on a new 
shape in such a structure. 
control and authority are 
The sharp edges of professional 
blunted into situations of 
"negotiated order" at the patient's bedside where multiple 
impersonal service professions simultaneously practice. 
There the personal service professionals in the role of 
integrators are essential in order to apply professional 
knowledge to organizational tasks of coordination. 
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CHAPTER VI 
SUMMARY AND CONCLUSIONS 
Summary of Findings and Limitations 
This study compares and analyzes nursing tasks in 
hospital inpatient settings, tracing the technical changes 
in work over a thirty-year period. The first time period, 
the 1950s, was an era of low specialization in medicine and 
little differentiation of hospital work. It is compared 
with the second era, the 1980s, when medicine had become 
highly specialized and hospital work had undergone a higher 
degree of differentiation. 
Work technology here is the independent variable, and 
organizational structure of nursing, conducted on an 
inpatient unit level, is the dependent variable. Structure 
is meant to include the ways in which nurses assign and 
complete their work. 
The comparison of 1950s' and 1980s' nurses' work 
indicates that differences in actual amounts of time nurses 
spend at the bedside are minimal; yet the composition or 
nature of such tasks today is markedly different. 
The curing function of nursing (i.e., assessment, 
medications, treatments, and procedures) is very evident in 
121 
1980s nursing. The traditional caring function of nursing 
(e.g., feeding and bathing patients) still remains visible 
but today represents a smaller part of nursing• s bedside 
work. 
The most dramatic change in nurses' work surfaced in 
the category of indirect work work done in support of 
bedside activities. The percent of a nurse's indirect work 
time spent on patient-centered tasks (i.e., paperwork and 
communication) shot up from 19% in 1952 to 45% in 1983. 
Change in nursing technology has led to organizational 
structural change. This study concludes that these changes 
have been caused by a need for nurses to assume the role of 
coordinator-integrator, whereby the modern nurse 
distinctively coordinates the many health professionals and 
technicians practicing at the patient's bedside. 
This study can contribute to both occupational and 
organizational literature chiefly because it seeks (as does 
the 1980s hospital staff nurse) to integrate two highly 
specialized but interdependent bodies of knowledge into one 
useful approach. It is my hope that this study also 
contributes to a better understanding, from a sociological 
viewpoint, as to what a professional staff nurse's role is 
in the social institution of health care as well as to the 
understanding of how groups labeled "marginal professions" 
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can contribute to the delivery of professional work. This 
study should assist the modern medical establishment to 
clarify and perhaps institutionalize this implicit and 
unique -- but insufficiently recognized -- nurse role. 
This study has focused narrowly on the role of 
professional staff nurse on the patient care unit and is a 
study of changes in nursing technology within the 
organizational environment of a hospital. 
demonstrated that changes in nursing 
I believe I have 
technology have 
produced changes in nursing' s organizational arrangement, 
which in turn have led to the identification of a new work 
role for staff nurses as integrator in a prototype late 
industrial organization (the hospital), where specialization 
and technical differentiation has introduced a critical need 
for integration. In knowledge-based organizations, the 
coordinator contributes an indispensable mechanism of order 
and control whereby the nurse-integrator uses a professional 
body of knowledge (nursing) to coordinate multiple medical 
and technical functions in the service of the organization's 
product health renewal. This new form of professional 
control is based on a "negotiating of order" among multiple 
professionals. 
A major limitation of this study is that both research 
sites (1950s and 1980s) are urban teaching hospitals. 
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Indeed, the- urban teaching hospital is not like smaller 
community hospitals in structure and in the roles nurses 
play. This discovery came out in Chapter III when I was 
forced to eliminate one research site as result of comparing 
the differences in urban and rural hospitals with respect to 
nurses' work. The urban teaching hospital, on the other 
hand, has become the site for most professionals' initial 
socialization into their health professional roles 
(physicians, nurses, pharmacists, social workers, etc.). 
All these take with them perceptions of their own and other 
health professionals' roles, developed here, wherever they 
practice. Trends first appearing in urban teaching 
hospitals then ultimately filter into mainstream health 
service delivery systems everywhere (e.g., the use of ICU's 
and work arrangements like primary nursing). While, many 
hospital nurses' work may not be identical to that of 
University Hospital's nurses in the 1983, the long-term 
trend is well established. Since both historical sites were 
similar, the historical projection for the change holds. 
Contribution to Medical and Organizational Sociologies 
Medical sociology was born in a 1950s hospital. 
Medicine afforded sociologists the opportunity to study a 
traditional profession. Nineteen-fifties' nursing was type-
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cast as an occupation whose chief function was to carry out 
the physician's orders. The assumption that a hospital has 
only one technology, based on the biomedical model, around 
which other health-related occupations organize their work, 
remains for the most part unchallenged. I would like to 
suggest three ideas contributing to this sociological 
lexicon which have presented hurdles for me in the 
completion of this study. One idea originated in 
organizational theory and the second in occupational 
literature; the third is primarily a methodological issue. 
1. One Organization -- One Technology 
The role of technology in organizations gained 
prominence in the 1970s especially among the macro-level 
theorists. But, as I pointed out in Chapter III, the 
concept of technology remained unidimensional. 
Organizations were frequently characterized or categorized 
by their "technology", with all work, for example, in 
hospitals being measured according to the technology of 
diagnosing and treating medical problems. Thus medical 
technology supposedly is a hospital's raison d'etre. If one 
starts with such an assumption, it is easy to see how one 
can conclude that the paraprofessionals (including nursing) 
are there only to assist the physicians in their work. 
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On the otherhand, I have taken the position that most 
late industrial era organizations have multiple technologies 
which, in the process of meeting shared organizational 
goals, become interdependent. I believe this perspective 
allowed me to examine changes in hospital nurses' work over 
thirty years without losing sight of their interrelationship 
with other professionals (physician) and the organizational 
workplace (hospital). As a result of studying nursing 
technology, I was better able to understand the relationship 
between changes in medicine, nursing, and the hospital's 
organizational structure at the patient unit level. 
2. Professional Versus Organizational Affiliations 
A second major sociological theme which has presented 
barriers for me in this study was the false dichotomy of 
professional authority versus administrative authority. In 
the beginning of Chapter II, I briefly reviewed nursing' s 
occupational history using established sociological models 
of professionalization. Repeatedly, the issue of 
organizational affiliation and control surfaced as an 
explanatory variable for nursing' s marginal or semi-
professional status. In fact, the definitions of 
professional authority and power historically employed by 
sociologists, are challenged in a work environment of 
multiple professionals. The occupational literature does 
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not present a model of professional control or authority 
which accounts for the process of decision-making and 
accountability when multiple medical specialists practice 
simultaneously at one patient's bedside situation, which is 
the norm in 1980s hospitals. 
Most medical sociological literature dealing with 
health professionals in the last ten years appears to be a 
rehash of the preceding ten years. (A recent example in a 
sociological journal pronounces nursing a "heteronomous 
organization" -- Alexander, 1984). This literature serves 
only to reinforce the false dichotomy of professional and 
organizational affiliation and overlooks the reality that 
most professionals in the 1980s have some kind of 
organizational affiliation. I believe a more productive 
approach is to study professionals' work arrangements and 
look for points of covergence, as well as divergence, in 
their occupational and organizational roles. The historical 
separation of occupations and organizations as fields of 
sociological inquiry has become dysfunctional and in many 
instances too artificial. 
3. "Taylorphobia" 
The third issue surrounds the methods and techniques 
used in this study to measure nurses' work. I experienced a 
certain discomfort with the use of industrial engineering 
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models. I viewed industrial engineering as the grandchild 
of Scientific Management. 
designed by followers of 
I wondered if the use of methods 
Taylor would be useful in a 
sociological study of work. Taylor's turn-of-the-century 
research on industry's move towards increased specialization 
and differentiation, along with his observations on the 
social relations of industry, were valuable to sociology 
(1911:99). But Scientific Management as a working model 
especially applied to professionals' work would be rejected 
today by most sociologists. 
separate the theory from 
methods to measure work 
I did make a special effort to 
the methods, and I found the 
developed at the turn-of-the-
century by Scientific Management to be very useful in this 
sociological study of professionals in an organizational 
setting. I do believe one can accept the measurement 
techniques while rejecting the underlying model. Rademaker 
(1982) makes the point that many of the gains made by 
nursing in the 1960s to get rid of the non-nursing tasks 
were the results of the 1950s work studies using Scientific 
Management techniques. 
Next Steps 
The present study has not focused on the actual process 
of decision making at the bedside. 
would be a useful next step. 
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However, I believe this 
This study also did not 
examine many other social trends within the social 
institution of health care delivery which affect the work 
role of nurses, most particularly the effect of changes in 
the work role for "women" (of which status most nurses were 
and still now are) and the impact of labor unions (which 
have been gaining acceptance among hospital nurses as a 
means to make planned changes in the workplace). I believe 
research in these areas needs to be brought together. 
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APPENDIX A 
ACTIONS LEADING TO THE 1950'S AMERICAN 
NURSES ' ASSOCIATION STUDIES OF NURSES' WORK 
Isabel Steward, a prominent nursing leader, attempted in 
1916 to clarify nurses' work thorugh a listing of six 
functions which constituted a nurse's duty. The duties 
included: hygienic and sanitary, administrative and 
housekeeping, educational, social and civic, professional 
and "duties to herself" (1916: iv). 
Concerns about the most effective use of nurses' time 
gained momentum with a post WWII nursing shortage. 
Hospital administrators focused on the cost of graduate 
nurses and the profession focused on the inappropriate use 
of nurses as housekeepers (Deming, 1944; Christopher, 
1944; and, Lily, 1947). A committee composed of nurses, 
doctors, educators and ci vie leaders was headed by Eli 
Ginsberg in 1947. The committee's purpose was to study 
nursing functions. This committee's final report 
recommended nursing functions be divided into two work 
groups-professional and practical nursing (The Committee 
on the Functions of Nursing, 1948). Professional nursing 
supported this recommendation due to their concern over 
performing routine non-skilled tasks (American Journal of 
Nursing, 1950 and Streeter, 1950). These activities lead 
to the adoption of a proposal for a 
comprehensive study of nursing functions by the American 
Nurses Association House of Delegates in May of 1950. 
Study goals were to examine nursing functions and 
establish the relationship of nursing personnel (RN, LPN, 
and NA) in all types of work in order to improve nursing 
care and achieve a better definition of nursing. This 
plan was published in the December issue of the American 
Journal of Nursing and studies were funded by the ANA. As 
a result, multiple state associations studies of nursing 
using similar methodology were completed. These studies 
provide the historical basis of data for this research. 
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APPENDIX B 
1972 NEW YORK STATE AMENDED NURSE PRACTICE ACT 
The practice of the profession of nursing as a 
registered professional nurse is defined as diagnosing and 
treating human responses to actual or potential health 
problems through such services as casefinding, health 
teaching, heal th counseling and provision of care 
supportive to or restorative of life and well-being, and 
executing medical regimens prescribed by a licensed or 
otherwise legally authorized physician or dentist. 
A nursing regimen shall be consistent with and shall not 
vary from any existing medical regimen. 
The Defintions Used In The Preceding Are As Follows 
"Diagnosing" in the context of nursing practice means 
that identification of and discrimination between physical 
and psychosocial signs and symptoms essential to effective 
execution and management of the nursing regimen. Such 
diagnostic privilege is distinct from a medical diagnosis. 
"Treating" means selection and performance of those 
therapeutic measures essential to the effective execution 
and management of the nursing regimen, and execution of~ 
any prescribed medical regimen. 
"Human Responses" means those signs, symptoms 
processes which denote the individual's interaction 
an actual or potential health problem. 
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APPENDIX C 
BRIEF HISTORY ON FEDERAL SPENDING 
ON HEALTH CARE: 1965 TO PRESENT 
It has been said that the 1960s were a decade of 
national spending of the health dollars. Medicare, Title 
18 of the Social Security Act of 1965, created a federal 
health insurance program for the aged, disabled and those 
persons with end-state renal diseases. Public policy was 
geared towards improving the availability of health 
services. The program was designed to supplement social 
security benefits. The statutory mandate clearly states 
that the health care provider should be reimbursed for all 
reasonable costs incurred (42 u.s.c. S 195 X (V)(l)(A)). 
Most germaine to this discussion is Part A of Title 18 
which covers hospital insurance benefits which covers 
primarily inpatient expenses. Part B of the act provides 
for supplemental medical services. 
Medicare included both direct and indirect expense 
reimbursement to the hospital. An additional two percent 
was added to hospital costs to cover processing forms. 
(42 U.S.C. S 1395X (V)(l) (A) 1967). In 1966 the total 
health care expenditure was six percent of the gross 
national product and only 9.9 % of the population was over 
65 years of age (Davis, 1983: 13). 
Medicaid, Title 19 of the Social 
followed in 1968. Title 19 was designed to 
care services for the indigent population. 
Security Act, 
provide health 
Both Title 18 and Title 19 provided unrestricted 
retrospective reimbursement for documented health care 
services provided. It wasn't until 1969· that any 
restrictions were imposed. At that time a reimbursement 
limitation was imposed as well as the removal of the 
additional two percent allowance for indirect costs. 
With the 1970s came new federal regulations designed 
to curtail heal th care costs. The federal government 
placed limits on the per day reimbursement of hospitals in 
1972 for patients admitted with routine diagnoses. By the 
fiscal year 1982 the cost of medicare benefits had reached 
forty-nine point two billion dollars and represented over 
ten percent of the Gross National Product. In addition 
11% of the population was over 65 years of age and by 1990 
the percent of population over 65 is projected at 12% 
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(Fischer, 1980: 71) (Davis, 1983: 11). Sixty-seven 
percent of payments went for inpatient hospital 
reimbursement. This compounded to twenty-five percent of 
the medicaid reimbursement was for inpatient hospital 
costs. Twenty-one cents of every national health dollar 
in 1981 went to pay hospital care (Fischer, 1980:71) thus 
making hospital care the most expensive part of health 
care. A breakdown of areas when if the medicare 
reimbursement dollars were spent is: physicians and other 
supplies (24%); Outpatient Care (6%); and home health care 
(2%) (Fischer, 1980:71). Causes for increase expenditures 
especially in medicare (a higher uses of hospital-based 
services) are numerous. Grimaldi and Micheletti' s 
identified four major factors causing hospital 
expenditures to rise at such a rapid rate (1983: 6-9). 
The first factor is labelled unit price. Hospital 
costs rise when the hospital in turn must pay more to 
purchase goods and services. Changes in hospital costs 
can be measured by the hospital input price index -- a 
measurement used by the Health Care Financing 
Administration to place ceilings on routine operating 
costs in the medicine program. For the ten years from 
1969 to 1979 these costs accounted for three-fifths of the 
increase in patient services (Freeland and Schendler, 
1981). Both a slowdown in national inflation and an 
increase in competition would theoretically cause a 
decrease in the accelerating process. Increased per 
capita utilization on the quantity of hospital care 
consumed by individuals can explain, in the Gremaldi and 
Michelette model, twelve point three percent of the 
overall increase. A demographic shift in the population 
over sixty-five, as cited earlier, of course is one of the 
causes for increased consumption of inpatient hospital 
services. A third factor in causing increased 
expenditures for hospital services is "quality". Quality 
is perceived to be improved by improving the number and 
skill mix of service providers. The Hospital Service 
Intensity Index a measurement of change in the cost of 
thirty-seven frequently provided inpatient services rose 
32% in the final half of 1970s. (Phillip, 1977: 180) 
Increases in both the quantity and quality of hospital 
care have been fueled by extended insurance coverage --the 
fourth factor. By 1980, 92% of national health costs were 
covered by third parties and 95% of those persons over the 
age of 65 (Gibson and Waldo, 1980). 
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Given Grimaldi and Micheletti's causal factor 
interpretation one can assure that any form of rate-
setting on inpatient hospital costs will have only a 
partial effect in the overall increase in expenditures. 
Rate-setting can at best curb some increases and encourage 
better utilization of services. Factors outside the 
content of the institution of health care primary 
inflation and demographic changes -will continue to 
increase. 
Up until 1983 federal programs have determined final 
reimbursement or approved hospital costs after the 
services were rendered-retrospective reimbursement. On 
April 20, 1983 President Reagan signed P.L. 98-21 of the 
Social Security Amendment of 1983. 
Under this new law hospitals will be paid a fixed 
amount by Medicare on or after October 1, 1983 depending 
on when this next fiscal year begins. This amount is 
determined in advance for each case in a diagnosis related 
group (DRG). This prospective payment made by Medicare to 
hospitals will be considered payment in full the 
hospital cannot appeal for higher DRG payments. However, 
if the hospital's operating costs are less than payment 
allotted the hospital can keep the difference. This 
system applies to all Medicare participating hospitals 
except psychiatric, long-term care, pediatric, and 
rehabilitation hospitals. 
As the statistics cited above in the section on rising 
costs in health care indicated, the greatest percentage of 
the federal health care dollar goes for inpatient hospital 
costs of those covered through medicare. It has been 
frequently suggested that the purpose for excluding 
extended on facilities, is to encourage health care 
professionals to treat the medicine recipient in less 
expensive health care facilities. The prospective payment 
system (P.P.S.) was tested by New Jersey's Department of 
Health who selected the P.R.G. classification system 
which was developed in 1975 by researchers at Yale 
University. Current information on both the trial run in 
New Jersey and speculations of the effect on health care 
providers once initiated nationally has overrun all levels 
of both organizational and occupational journals and 
papers. In a review of two prominent journals for nursing 
administrators (Journal of Nursing Administration and 
Nursing Management) for the year of 1983 no mention was 
made of D.R.G. or P.P.I .• 
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DRG is a classification system that pays a fixed rate 
for a particular medicare patient depending upon which of 
the 468 DRG categories the patient is assigned to. The 
variables most frequently used to assign patients to DRG 
categories are: principle diagnosis; principle operating 
room procedure; other diagnoses and procedures; patient's 
age; patient's sex; and discharge status. Then one 
provisions for patients said to be "outliers" patients 
with exceptionally long or costly stay for a given DRG. 
This is designed to cover the costs of atypical patient. 
The system is patient rather than hospital - focused. The 
first set of DRG categories is based on the IDCA-9 cm 
diagnostic coding system ( ICDA = International 
Classification of Reserve Clinical Modified) used by 
health care providers. Much criticism of P.P.S. and the 
DRG methodology exists. The categories and rates are 
subject to review by statute in 1986. Until this time the 
reality is that hospitals must accept this package as it 
is without an appeal process. 
149 
APPENDIX D 
lfil!>!IU:fJ\Tfl tllkh:Tl•H 
(If' lllllltlfl•; fOH 
Cl.JHll 0AI, NTlll"" 
.. ,_ 
9/11/111 
HllRSIRO DEPAR'nlF.llT1 TAftl.B OP ORCAHIZATlotl 
[_=i_, "'"". , llTR blf'tli:'fnll nP NllfttfMr. ''* 
••F.r.lllL ..... ,..cet. I 
----r·-- . 
' 
POSITION DESCRIPTION: CLINICAL NUl<S! I 
.!!.!!:!: 
JOB CLASSIYtCATION: 
OV!:RVIW: 
qU.UIFICJ.TIONS: 
ORGA!I! ZA TIONAJ. 
Rll.ATIONSBI.P: 
ENVIlONMEh"TAL 
CONSIDER.AnoNS: 
Clinical Nurae I 
Staff Nurse I 
Accountable for providing conti.nugu.a, 
ind1vidual1%ed, holistic and 1oal directed 
patient care to an ••signed 1roup of p.tt1ant1 
in accOTd.ance with the philoaophy of the 
Oepart.ment of Nur11ng utiliaiD& tbe nurain.& 
procea• and the nuraing eara plan. 
Current/pending licenaura in tba State of llli.Doia. 
Graduate of an accredited Aasociate Degr~/ 
Diplo ... or a.Cculauraca ~ Prograa. 
ie1ponsible to Adc.inistrative N\l.tae III. 
Responsible for the quality of p.atie"Ct care for 
cboae patients aaaigned to bar/hi.Ill de.live.red by 
ae.lf or ot~er ataff a1siiroed. ta •••iat iD t~t 
care. 
Collaborates Yith other -...ber• of th9 la&ltb 
C.re Team. 
~erk may be performed in T&ri.d locatioo1 in1ide/ 
outside of the hoapital, •UCb •• warda, operating 
rooms, recovery room, clinic•, .. eraancy rooa. 
clinical and reae.arcb laba, and otfic ... 
Duti~s may include travel by vehicle. 
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ENVUO~ 
CONS rD!:l.ATION'S • 
COSTTIIO!D: 
Clinical: 
POSITION DESCRIPTION: CLI!IICAL N'JlSl. I 
Work may 1.ovolve exposure to coctag1oua d11 .. aa, 
radiation, aoe•theai.a ga1 .. , cb.eaical.a, cau•tic 
fU.teriala, aopb11ticated alactrocJ.c equipaallt 
a..c.d ha.&arda aaaociated vith it• ~•. pby.ie.al 
injury from p~tienta, vi1itor1, aechaa.1.cal 
device• aod other boapital ~uipaai.t. 
l. Ta~ea ouraiog hietorie• fr09 patient1/11ira1fic.ant 
othera to eatabli1h baaeli.aa d.atl th.at raflect 
pati.at1' atatua relative to: 
a) Pl',yaiolo&ic•l coodit~n 
b) Paycbological a.od 1piritual need.a 
c) Socio-acooom.ic aad cultural 1tacu. 
d) Patieot/1isniticant otbara upectaticna 
2. Collecca 1ubjective aoC objactiva data to deter-
mine the 1everity of patiea.t•' probl .... /oellda 
using: 
a) Appropriate comiunicatioo at.ilia 
b) Data from documentation of prevtoua aedical 
care 
c) Phyaical aaaeaa~eot 
d) Diagnostic etudiea 
3. Plana, 1111.Fl~o.ta and evaluate• nur•tna care to. 
an organi1ed, aafe bum1uiatic aanoer whic.b re-
tlecta/include• the ~tiect'a need.a and 
prioritie1. 
a) Seta appropriate prioriti.e.a. 
b) Eatabliahea a apecific o.urai..Qg care plan. 
c) Reviaea the nuraing care plAn •• needed. 
d) Implements the •edical plan o! care •• 
de.legated, 
e) !mpl~ecti and aasi1t1 other• to illf;laa.e.nt 
9tra~eg1~a ae de.tined in the nur11ng care pla; 
f) ldeotifi .. unusual pati.ant'a ruponaa to afte· 
care/therapy. 
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POSITION DESCRIPTION: CLI.N!GAL Nl..:iS! l 
R..ESPONSI!IL!TIES, 
cd'N!!mrt5: 
Clia.ic.al, 
Continued.: 
NurarPatiant 
1.elation.abip: 
Le.adarahip Role: 
4. Uoder•tanda tbe rat1onale/techn1quea for the 
technical •k.illa uaed ic p&tie.t1t care. 
a) Ia proficient in ba11c. patient care tech-
niques uaed on the unit. 
b) Is reepoaaible for lurni.ng new ta.chnical 
akilla used on the ut1it. 
l. Explain.e nuraing intervaitioa. to the patient 
and/or aigniticant other•. 
2. A.flaaaaea patient'• infodt,atioo.a.l need• and 
learning raadine••· 
3. Uaes teaching atrategie.a and communication 
•killa to •eet inform.atiocal ueada of patient/ 
•igniftcanc othera. 
4. Evaluate• and revi•es the Ce.aching atrategieB 
while supporting and proaot1n& the patie.nt'a 
right to p.articipate in bi• care. 
l. Supports and promotes the philo•opby of the 
Department of Huraing. 
2. Particip.atu ill fort1ulatiog a.nd 1.apl•eD.ting 
patient c~re practices an.d .ak..e.9 rec0111Daodations 
for improv.a.ent o( patient care. 
J. Atteoda e.s requested/required uu.it/diviaiollAl/ 
departmenc activitie1/coma.ittee.s and ii pre-
pared tc participate. -
4. Increases profeaaional co•petence by partici-
pating lo aelf-evaluation and aeek..in& guidance 
to improve nursing akilla vhicb have not been 
c~pletely aastered. 
S. Assllllle~ responsibility far ovu continuing 
educat~on and participates in educational 
act1vi.ies to increase prote••ion.&l competency. 
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POS1Tl0N DESCRIPTION: CLINICAL Nt.'"RS! I 
~PONSiiILITI!5, 
COllTDIUED: 
Ludu a hip R.ole, 
Continued: 
6. Participate• in unit orientation by introducing 
general routine and general unit policie. and 
precedurea to new ataf!. 
7. 1articipates in teaching, 1uidi.ng and evaluat1.ng 
the perform.nee of nur11na paraonnel on a 
lillited baais an.d coamruoic.t•• obaervationa 
appropriately. 
8. Participate• in and support• ona;oing r .. earch 
and utili~u reeurc.h findin&• to 1.aprCl"'i'a 
patient care. 
' 9. Servea as a poaitive role model for paera, 
ancillary nursing personnel and ourairi.g atudente. 
10. Contribute• to the learning ~eriencea of 
nur•ing atudenta in collaboration vitb other 
nur1ing ataff and the clinical ioatructor. 
Theae duties are refleetiva ot tba aore 1igni-
t!cant functional responaibilitiee assi.&nad to 
the nurse. ?ti. addition, ·cha nurse uy be re-
quired to a1a1.Zae other reaponeibilitiea in order 
to pro1110te quality patient care. 
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APPENDIX E 
(1) 
lCl 
827 
823 
1950'S NURSING TASKS 
Giy·es genEru.l mass&..g·3 to pr.:.tier.t 
~x-r"'~~rs r.pt~;ntl-:: c. ..... ~. f::"'~/O!' ir::.o 
._. .._ ,__..__ ,:..-· ........... ..., .., _.__ ......................... ~~
P.assage fur;das 
(2) Tube: feej_ ratisnt 
102 cute fe'2dS pe. tient 
(3) .f..ssi3t :n tube fE·~.dir-iZ r-:c..tient 
102.A .b.ssists ir. t"J.~-J ft:adir:g patient 
(4) T~.ke tlood r::rsssure er ar:r,tl hsc.rt rat~ 
103 Takes t lood ;: ''° s sure 
(5) 
(6) 
81,.l Takes apicE..l h0art rat& 
Collect 
101,. 
105 
106 
Assist 
104J,. 
1051; 
b!ood, cul~ures or sm~.:.?"S 
Collects periph0ral blood spec::.men 
Collects venous blood specir:.2n 
Collects cultures and s~ears 
in col le ::;tir.g blood., cul t'..l~e s er S:-!:S£..:'S 
Assists in collecting periphsru Hoc-:! 
specimen 
Assists in collectL~g venous blood 
spiscimen 
lOqA Assists in collecting ci.;ltures and s:css.rs 
(7) F.sad orders; pl"n patiecr:t care 
(3) 103 Remis orders e.nd reports (fhysicie.n, 
fi.DS?ite.l, nursin€') perts.inir.g t= pc.tier.t3 
1C9 Flw"":s paticr.t care 
(9) l·~s.:~:'~ oral rsnort t0 D~;t2ici2n 
110 l~c.kss orc.l repcrts to f!'vsicia.'1S 
(10) 1·:2.J-:,J !"O'linds "'tj_ th ch,tsi ciE-'1 
111 l·'.a.1'es rounds with physician 
(11) '.i'ra.~scribo or c!oeck crders 
112 Transcribes and forwarC:s crdars er cLacks 
for proper trar:scription 
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CHECK LIST OF GROUPED NURSING DUTIES (Ccntinu6d) 
l· NURSillG CARE - (continued) 
(12) Take msdicai history 
113 Tak8s and records medical histories 
(13) Assist with patient amb-.llaticn 
118 Assists vith patient ambulation 
(14) Turn, lift, or hold patient 
121 Turns, lifts, postures or holds patient 
(15) Use mschanicc.l devices for patient 
122 Uses mechanical devices for comfort or 
"1611 being of patient 
(16) Ad.mi t, transfer or discharge patient 
114 Receivea newly admitted patient and assists 
to bed 
123 Prep&res patient for or assists ~ith transfur 
124 Prepares patient for or assists vith discharge 
147 Cares for patient's clothes a.~d possessions 
(17) Perfo~ personal services for patient 
115 Performs routine morning care of patient, 
including bed bath and change of linens 
116 Performs routine evening care of patient, 
including back rub 
117 Gives or removes bedpans or urinals 
119 Gives bed bath 
120 Gives back rubs 
146 :r.akes or changes .linens on occupie:i ood 
148 Gives tub bath or shover 
160 Performs routine personal care for comfort 
of patient 
161 Performs oral hygiene for patient 
(18) Serve diet tray OT r.ourislment 
125 Plans patient's menu 
126 Selects patient's menu from standt.rd mGnus 
127 Checks diet trays 
128 Serves or removes trays 
130 S8rves patients drinking water or betveen-
meal nourisr.ments 
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CHECK LIST OF GROUFZD NURSn1G DUTIES (Continued) 
l• NURSING CARE - (continued) 
(19) Feed patient ora1lz 
129 Feeds patient orally 
(20) ~ssist in feeding patient 
1291> Assists in oral feeding of patient 
(21) Take temperature, pulss and rE>spiration 
(22) 
131 Tc.kes temperature, pulse end respiration 
Collect 
1.32 
1.33 
134 
135 
829 
8.32 
specimGns of excretions 
Collects urine specimen 
Collects feces specimen 
Collects vomitus specimen 
Collects sputum specimen 
Collects gastric specimen 
Obtains specimens for saliva cholesterol test 
(23) F0rform urinalysis, blood feces test 
136 Performs urinalysis for patients, i.e., ~Jge.r 
acetone, albumin 
842 Performs blood feces test for infant 
(24) Trn.nsoort patient 
1.37 TrE.nsports patient to or from surgery, 
delivery room, or special services 
(25) ~ssist with procedures of other services 
1.38 Assists with special procedures performed by 
other services 
(26) Explain orders; t&lk to patient 
107 Explc.ins physician's orders or treatments 
to patients or patient's family 
139 Explains hospital routines to patient 
and/or patient's farr.ily 
140 Reassures emotionally upset patient or 
patient's family 
142 Teaches patient special procedures, 
techniques, and h8alth habits 
158 Talks to or sits with patients 
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CHECK LIST OF GROUPED NURSHlG DUTIES (Continued) 
l• NURSING CiJlE - (contimled) 
(27) FJ.e~ recreation for patient 
141 Flans recreation or amusement for patient 
(28) Assists with recreation for patient 
141A assists llith recreation or amusoment for 
patient 
(29) Make reoort to or receive renort from nurses 
143 Mb.kes reports to or receives reports from 
nl.U'ses 
(30) Ch!i!t in patient's record 
144 Charts in patient's medical record 
(31) Perform po~t-morte!I'. care of patient 
145 Performs post-mor;:,em care of patient 
(32) Give shamooo to patient 
149 Gi\·es bed shampoo 
150 Gives lavatory shampoo 
(JJ) Shave male patient 
151 Shaves male patient 
(34) Assist ~n shaving me.le natient 
151A Assists in shaving male patient 
(J5) Dress patient 
152 Dresses patient 
(J6) Assist in dressing patient 
152A Assists in dressing patient 
(37) Record patient 1s inta.~e a.~d output 
153 Records patient's food or fluid intake 
and/or output 
(38) ~wer natient's light 
154 Answers patient 1s light 
'139) T ransnort body to m0r~e 
155 Takes body to norgue 
160 
CHECK LIST OF GRCUPED NURSING DUTIES (Continued) 
l• NURSING CiJ'..E - (continued) 
(40) Perform personal errand for patient 
156 Performs personal services and errands for 
patient 
(41) Order oatient 1s diet 
159 Orders diets, baby formulas, nourishments, 
or refreshments for patients 
(42) Hand-lift oatient 1 s bed 
162 Hand-lifts patient's bed 
(43) Weigh patient 
163 Weighs patient 
(44) Give or remove emesi~ basin 
168 Gives and removes emesis basin 
2. MEDICATIONS, 'TRUTEE!;Ts AND PROCEDURES 
(1) Give medication bv_instillation 
201 Administers prescribed medications by 
instillation 
(2) Assist in gi'\'ing medication bv instillation 
201.A Assists in administering prescribed 
• medications by instillation 
(3) Give medication by intramuscular injection, etc. 
202 Adndnisters prescribed medications by 
subcutaneous injection 
203 Administers prescribed medications by 
intracutaneous injection 
204 Adrr,inisters prescribed medications by 
intra.n:uscular injection 
809 Performs turberculin test or other 
intradermal injections 
(4) Assist in giving intramuscular iniection, etc. 
202A Assists in ad!!J.inistering prescribed 
medicaticns by subcutaneous injection 
203A Assists in administering prescribed 
medications by intracutaneous injection 
204A Assists in adn:inistering prescribed 
medications by intramuscular injection 
8oqA Lssists in nerfo!'l!'.inr;r tuberculin test 
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CHECK LIST OF GROUFED J;1JRSDiG DUTIES (Continued) 
z, MEDICt.TIONS, TRU'.l'Ml.NTS hllD PROCEDURES (continued) 
(5) Give medication bv intravenous iniection 
205 Administers prescribed medications by 
intravenous injection 
(6) Assist in givine intravenous in.jection 
205A Assists in administering prescribed 
medication by intravenous injection 
(?) Be2in oxygen or other gases 
213 Begins the administration of oxygen or 
other gases by tent 
215 Begins the administration of oxygen or 
other gases by mask 
217 Begins the administration of oxygen or 
other gases by nasal catheter or nasal 
inhalator 
(8) Assist in beginning oxygen, etc, 
21JA Assists in beginning the administration of 
oxygen or other gases by tent 
215A Assists in beginning the a:lministration of 
oxygen or other gases by mask 
217A Assists in beginning the adn:inistration of 
oxygen or other gases by nasal catheter or 
nasal inhalator 
(9) Terrr.inate 0Xy2en or other gases 
214 Tern:inates the adillinistration of oxygen 
or other gases by tent 
216 Teminates the administration of oxygen or 
othe~ gases by mask 
218 Terminates the administration of oxygen or 
other gases by nasal catheter or nasal 
inhalator 
(10) Assist in terminating oxygen, etc. 
214A Assists in terminating the adn:inistration 
of oxygen or other gases by tent 
216A ~ssists in terminating the a.drr.inistration 
of oxygen or other gases by mask 
218A Assists in terninating the adr-..inistration 
of oxygen or other gases by nasal c~the~er 
or nasal inhal&tor 
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CHECK Ll3T OF GROUPED NURSING DUTIES (Continued) 
2· ~:EDICATI8!1S, TRZi-..TME:NTS Al'D PROCEDURES (continued) 
(11) Perform eye irrigation 
219 Performs eye irrigations 
(12) Assist in performing eye irrigation 
219A Assists in performing eye irrigations 
(13) Care for patient in resoirator 
220 Cares for patient in respirator 
(14) Assist with puncture procedures 
206 Assists in administering prescribed 
medications by intraspinous injection 
221 Assists 'With lunbar puncture 
222 Assists with pneumothorax or pneumopericineum 
223 Assists with thoracentesis 
224 Assists with abdominal paracentesis 
225 Assists with aspiration of joint 
226 Assists with paracentesis of eardrum 
227 Assists with phlebotomy or venesection 
228 Assists with aspiration of pericardium 
(15) Begin suction siphonage 
231 Begins suction siphonage 
(16) Assist in beginning ~1ction siphonage 
231A. Assists in beginning suction siphonage 
(17) Terminate suction sip~ona~ 
232 Terminates suction siphonage 
(18) Assist in ter.!linating suction siphonagt 
i assists in terminating suction siphonage 
(19) Begin tidal drainage 
234 Begins tidal drainage 
(20) Assist in begi1;.ning tidal drainage 
234A Assists in beginning tidal drainage 
(21) ~nate tidal drainage 
235 Terminates tidal drainage 
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CHECK LlST OF GROUPED NURSING DUTIES (Continued) 
2. MEDICATIONS, TRE.&TMENTS .i.ND PROCEDURES (continued) 
(22) ~ssist iD ttrrr.inatine tidal draine.g§_ 
23511 Assists in terminating tidal drainage 
(23) Ass~1th diagnostic proced;ires1 i.e. larngoMopy1 etc. 
236 Assists with laryngoscopy 
237 Assists with bronchoscopy 
238 Assists with esophagoscopy 
239 Assists with gastroscopy 
240 Assists with thorascoscopy 
241 A.esists with peritoneoscopy 
242 Assists with pneumoencephalogram 
243 J.ssists with sternal puncture 
244 Assists with performance of biopsies 
245 Assists with stellate blocks 
246 Assists with nerve blocks 
291 Assists with proctoscopy 
292 Assists with cystoscopy 
843 Assists during surgical removal of skin tumor 
(24-1) Efil:f_Qtm_clismacraph 
247 Performs ptismagraph 
(24-2) Assis:t_with ptismagranh 
247A Assists with ptismagraph 
(25) Prenarp m~dication and solutions 
248 Prepares medications and calculates dosages 
826 Prepares solutions (boric, zephiran, etc.) 
(26-J \ Give 1Jlt£rnal medications 
249 Administers prescribed medications, orally 
250 Administers prescribed medications, rectally 
251 Administers prescribed medications, by inhalation 
824 Administers medication vaginally 
836 Adlr.inisters prescribed medication by throat 
spray 
(26-2) Assist w1 th internal medications 
2491, ~ssists in administering prescribed med-
ications, orally 
250A Assists in administering prescribed 
m0dications, rectally 
251A Assists in administ0rine prescribed 
medications by inhalaticr. 
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CHECK LIST OF GROUFED NURSilvG DUTIES (Continued) 
2, MEDICbTIONS, TF.EhTHE.1-'TS .11.ND PR·XEDURES (continued) 
(27-1) Add medication to, change or discontinue fluids 
803 Adds medication to an intravenous 
infusion or hypodermoclysis already 
in progress 
804 Discontinues, changes, or begins the 
administration of prescribed fluids 
on an intravenous infusion, trans-
fusion, or hypodermoclysis already 
in progress 
(27-2) Assist in adding medication to r.v., etc. 
803A Assists in adding medic~tion to an 
intravenous infusion or hypodermoclysis 
already in progress 
(27-J) Begin r.v., clysis or transfusion 
207 Begins the administration of prescribed 
fluids by hypodermoclysis 
209 Begins the administration of prescribed 
fluids by intravenous infusion 
211 Begins a transfusion 
(27-4) Assist in beginning I,V,, clysis or transfusion 
2JJ7h Assists in beginning the administration 
of prescribed fluids by hypodermoclysis 
209! assists in beginning the administration 
of prescribed fluids by intrav2nous 
infusion 
211A assists in bGginning a transfusion 
(27-5) Check r.v., clvsi~ or transfusion 
252 Performs periodic checkups during 
hypodermoclysis 
253 Performs periodic checkups during 
intravenous infusion 
254 Performs periodic checkups during 
transfusion 
(27-6) Ter!l'.inate I. V,. clvsis or transfusion 
208 Terminate hypodcrmoclysis 
210 Terminates intravenous infusion 
212 Ter.r.inak transfusion 
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CHECK LIST OF GROUPED NURSING DUTIES (Continued) 
2. MEDICATIONS, TF.:&.TMENTS AND PROCEDURES (continued) 
(27-?) 
(28) 
(29) 
(30) 
(31) 
(32) 
(33) 
Assist in ter:tlnatink I.V,, clysis or transfusion 
208A assists in terminating hYPodermoclysis 
210A Assists in terminating intravenous 
infusion 
212A Assists in terminating transfusion 
Aoply medication to skin 
255 Applies ointments or medications to skin 
Check during ox:vgen administration 
256 Performs periodic checkups during 
administration of oxygen or other 
gases by tent 
257 Performs periodic checkups during 
administration of oxygen or other 
gases by mask 
258 Performs periodic checkups during 
administration of oxygen or other 
gases by nasal catheter or nasal 
inhalator 
Aoply heat or cold 
259 ~pplies hot water bag, electric pad or 
heat la.mp 
293 Prepares and applies ice bags 
!rul.ly compress or stupe 
260 Applies hot or cold compresses 
261 Prepares and applies stupes and 
poultices 
262 Gives hot or cold wet pack 
(34) Give Sitz or sedative bath 
(35) 
263 Gives hot tub or Sitz bath 
264 Gives sedative bath 
265 Gives emollient bath 
Soak hand or foot; sponge bathe patient 
830 Soa.~s hand and/or foot in prescribed 
solution 
838 Sponge bathes patient to reduce 
temperature 
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CHECK LIST OF GROuPED NURSING D'c"rIES (Continued) 
2, 1':EDIC.!i.TIONS, Tl'h.'L-iENTS k.JID PROCE:lUP.LS (continued) 
(36) Give ste2l!l inheJ.at~oH 
266 Cives steem inhalation 
(37) Give enemas; insert rectal tube 
267 Gives clee.nsing eneoa 
268 Gives retention enema 
298 Inserts or removes rectal tube 
835 Applies digital pressure to remove 
bowl impaction 
(38) Perform ear, nose a.l'ld tr.roat irri!!illQn 
269 Performs nose, throat and ear irrigations 
(39) Assist with ear, nose and tr.!'oat irri!!ation 
269A .l..ssists in performing nose, throat and es: 
irrigations 
(40) Perform bladder, colon irri!!ation. etc. 
270 Performs irriga"ion of colon 
271 Performs irrigation of colostomy 
272 Performs irrigation of urinary bladder 
273 Perfor;:is irrigation of vagina 
(41) Assist with ble.dder irri!!ation, etc. 
270A Assists in performing irrigation of colon 
271A Assists in perfoming irrigation of colostomy 
272A Assists in performing irrigation of urinary 
cl adder 
273A Assists in perfor!Ji!:g irrigation of vagina 
820 Cleans9 changes or applies colostomy bags 
(42) Cat~eter~ze urinary bladde_! 
274 Cathetarizes urinary bladder 
(43) Annly dressin2, binder: remove S'.irgical clins 
275 Applies, changes, er.eeks, or assists with 
dressings, bandages and binders 
840 Removes sutures and/or surgical clips 
(44) AT'nlv orthonedic cast 
276 Applies orthopedic casts 
(45) ;.ssist in a:ml·ri!02 orthcne::ic cast 
---z?6h hSsists in applying orthopedic casts 
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CHECK LIST OF GROUPED lltJP.Sll:G DUTIES (Continued) 
2. MEDICATIONS, TR&.TI£NTS AIID PROCEDURES (continued) 
(46) A~oly or adjust traction, etc. 
(47) 
(48) 
277 Applies or adjusts orthopedic frames 
278 Applies or adjusts orthopedic traction 
828 Cuts orthopedic casts 
Assist in applving or adiusting traction 
277A Assists in applying or adjusting orthopedic 
frames 
278A Assists in applying or adjusting orthopedic 
traction 
Give preoperative ~reparation for surgery 
279 Gives illlme iate pre-operative preparation 
for surgery 
(49) ~ patient for BUrgery or delivery 
280 Shaves patient for surgery or delivery 
(50) Assist physician 'llith physical examination 
281 Assists physician in the conduct of physical 
examination 
(51) Observe patient for special condition 
282 Observes post-operative patient 
283 Observes patient follol<ing special 
procedures or treatments, or requiring 
special watching because of condition 
(52) Care for tracheotomv tube 
825 Inserts, removes or cares for tracheotomy 
tube 
(53) Perform gastric lavage or tracheal wash 
284 Performs gastric lavage 
229 Performs gastric wash or tracheal wash 
(54) Assist with gastric lavage, etc. 
2f341,. Assists in performing gastric lavage 
229A Assists in performing gastric wash or tracheal 
wash 
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CHECK LIST OF GROUPED NURSING DUTIES (Continued) 
2. MEDIChTIONS, '.l'RE:J;.'I'}ENTS ;J;1l PROCEDUEES (continued) 
(55) Perform gastric intubation 
285 Performs gastric intubation 
233 Performs administration of gastro-
enterostomy tube 
(56) Assist with gastric intubation 
230 Assists in performing Miller Abbot tube 
intubation 
285A Assists in performing gastric intubation 
233A Assists with a.dlllinistration of gastro-
enterostomy tube 
(57) Check suction siphonage 
286 Performs periodic checkups on suction 
siphonage 
290 Performs periodic checkups during tidlil 
drainage 
(58) Perform throat suction 
823 Performs throat suction 
(59) Begin proctoclysis 
287 Begins proctoclysis or M.irphy 1s drip 
(60) Assist in beginning proctoclysis 
287A Assists in beginning proctoclysis or 
M.irphy 1s drip 
(61) Check proctoclysis 
288 Performs periodic checkups on proctoclysis 
or M.irphy's drip 
(62) Terrr.inate oroctoclvsis 
289 Tentinates proctoclysis or Murphy's drip 
(63) Assist in tentinating proctoclysis 
289A Assists in terminating proctoclysis or 
Murphy's drip 
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CHECK LIST OF GROUPED NURSING DUTIES (Continued) 
2, ME.DICATIONS, TR&.TMENTS A!Jl PROCEDUF.ES (continued) 
(64) lli[Qrm basal metabolism, x-ray, etc. 
294 Performs basal metabolism test 
295 Performs electrocardiogram 
296 Performs electroencephalogram 
839 Takes x-rey pictures 
(65) Perform diathermy treatment 
831 Performs prescribed diathermy treatments 
(66) Assist 'With basal metabolism, etc. 
294A Assists vith basal metabolism test 
295A Assists vith electrocardiogram 
296./.. Assists vith electroencephalogram 
(67) Put natient on stretcher or in bed 
29? Places patient on stretcher or puts patient 
to bed upon return from surgery, delivery 
room, or folloving special procedures 
(68) Insert or remove body pack 
300 Inserts or removes packs into body cavities 
(69) Assists in inserting bodv pack 
300A assists in inserting or removing packs into 
body cavities 
3, JIPMENT b.ND SUPPLIES 
(1) Maintain sterile eouipment 
401 Selects, assen.bles and sets up sterile trays, 
sets, carts and supplies 
402 Removes unwrapped supplies and instrunents 
from sterilizer 
403 Cleans and sterilizes special apparatus 
(proctoscope, cystoscope, etc.) 
422 Wraps, sorts or puts up supplies for 
sterilization 
423 Sterilizes supplies and instruments 
437 Assembles and sets up apparatus for 
intravenous infusion or tri:nsfusicn 
440 Places "Wrapped pE ,·~s in and out of autoclocves 
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CHECK LIST OF GF.OUPED NUP.STh"G DUTIES (Continued) 
3, EQUIPMENT J...ND SUPPLIES (continued) 
(2) ME.ir.~E.in 2eneral em.:.inmcnt 
417 Goes after, returns or transports supplies 
and equipment 
418 Selects, assembles and sets up unsterile 
trays, sets, carts and supplies 
420 Cuts, wraps, end rolls bandages and 
dressings, folds linen, winds surgical 
thread 
421 Cleens needles and syringes 
424 Cle ens glassware 
425 Cler.ns and sterilizes ward utensils 
(basins, bedpans, glasses, etc.) 
435 Clec.ns surgical and obstetrical instruments 
436 Washes, sterilizes, dries, sorts, or tests 
ru"cber gloves 
441 ClG<l.~S or cares for autoclaves or sterilizers 
442 Sharpens luer needles 
(3) MdntE.in snec: al eauipment 
404 
412 
413 
411· 
415 
419 
426 
805 
Mc.int&.ins special eauip;nant in the proper 
condition -
Selects, assembles and sets up oxygen 
nasal catheter or inhalator equipment 
Selects, assembles and sets up suction 
• sipho::rn.gc apparatus 
rders exchange or repair of defective 
<>quipmmt 
II:iprovises apparatus for special needs 
Selects, assembles and sets up oxygen 
tent equipment 
Yzkss minor repairs to equipment 
Disme.ntles special apparatus and esuipment 
(4) Order sun1'.lli8s; t'ke invents;a 
405 Orders, receives e.nd stores medictl and/or 
surgical supplies and equipment 
406 Orders, receives and stores drugs 
409 T:okes inv~ntory of medic:.l and/or surgice.l 
su.pplies 
410 Takes inventory of drugs 
411 Me.ir.tc.ins bventcry records cf dru[S 
416 Xe.intains invsntory records of medical 
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CHECK LIST OF GROUPED NURSING DUTIES (Continued) 
3 · EQUIPMENT AND SUPPLIES (continued) 
and/or surgical supplies 
428 Checks to see supplies are on hand 
(5) Dis ense medical and ical sun lies 
407 Dispenses medical and or surgical supplies 
408 Dispenses drugs 
(6) Maintain linen suoplies 
427 Orders, receives and stores linens 
429 Dispenses, assembles, or sets out linens 
431 Takes inventory of linens 
433 Maintains inventory records of linens 
(7) Mci.ntc.in household e.nd office supolies 
428 Orders, receives and stores household and/or 
office supplies 
430 Dispenses household and/or office supplies 
432 Takes inventory of household and/or office 
supplies 
434 Maintains inventory records of household 
and/or office supplies 
4• CLERICb.L .I.ND ADMINISTRJ.TIVE 
(1) Hold conference epd ipstp1ct1on 
507 Participates in training course for 
students or auxiliary nursing employees 
515 Participates in conference with medict.l 
personnel 
516 Participates in conferences with nursing 
personnel 
517 PlGDs orientation or in-service training 
programs for personnel 
518 Conducts orientation or in-service 
tro.ining programs for personnel 
519 Prepares for student lectures, demonstrations 
and discussions 
520 Conducts student lectures, demonstrations, 
discussions and examinations 
521 Prepexes and mo.into.ins records of student 
nurses 
527 Participates in trcining courses for own 
development 
532 Participates in conference 1·' th non-nursing 
hospital stt..ff or persons conducting official 
~~siness with the hospital 
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CEECK LIST OF GROUPED ~'URSING DUTIES (Continued) 
4, CLEP.ICAL il""D .i.Ddl\ISTRATIVE (continued) 
(2) Plan and give sunervision 
(3) 
508 ?lans or checks daily and weekly tilne 
schedules for nursing and auxiliary 
personnel assigned to unit 
509 Plans and makes work assignn:ents for 
nursing and auxiliary personnel assigned 
to unit or team 
510 Plans and makes case assignments to students 
511 Makes "on-the-spot" work assignments 
512 Gives special instructions, answers 
questions of or receives reports from 
.assigned workers 
513 Makes rounds of assigned unit and/or 
patients 
514 Prepares evaluation reports for assigned 
employees 
533 Interviews personnel under supervision 
534 Interviews with supervisors or other 
hospital personnel 
542 Supervises or follows up on assignments 
to staff 
802 Supervises student nurse during performance 
of special procedure or treatment 
812 Arranges for physical exan;inations or 
special appointments for personnel 
~14 Checks references on nursing personnel 
or prospective students 
818 Plans or writes hospital procedures 
819 Observes procedures for own instruction or 
receives special instructions from supervisors 
or other workers 
Perform 
501 
526 
531 
535 
537 
540 
544 
545 
clerical duties 
Prepares post-morten reports 
Prepares bed census reports 
Prepares and maintains rDl.itine hospital 
records and reports 
Takes patient count at specified tiJne 
Sorts arid distributes mail, reports, er 
pay checks 
Makes up. asserr.bles, or rules forms, 
charts, er records 
Prepares hospital charge er credit slips 
Makes or receives telepi::::e calls regarding 
reservation or admission 
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CHECK LIST CE' GROUPED NURSING DUTIES (Continued) 
4• CLEii.IC.b.L AND fil.....,..ISTP.i.TIVE (continued) 
(4) Perform e.;r:~; strative duties 
502 Tei:!!3 orders from, gives information to, 
or ••ks questions of physicie.n by telephone 
or :.:i. person 
505 Pre:ares reports regarding seriously ill 
pat:..;,~ts, infections, or unusual occurrences 
or :J:.e condition of patients in the unit 
or ~spital 
506 .b.cc::".:.nts for drugs, supplies and equipment 
524 ~··•~s or follows up on special patient 
app-; ntments 
536 Giv;s and receives routine information 
538 Fl!..:.a arrangement of or moves supplies, 
be~, and equipment 
547 Ot:...ins patient's release for operation 
or "?ecial procedure 
548 Ems or plans bed assignments 
549 Or5:rs special duty nurses from nurses' 
reo'stry or other sources 
550 h.s~sts physician or patients in securing 
nu:-.;ing home accomodations 
551 In~rviews applicants for employment or 
pr05Pective students 
552 Cm:;:oses or ~dictates letters, reports, or 
rne:m::-anda 
553 Sc~oeules patients for surgery 
554 Follows up on patient:s reports required 
fer surgery or special sen1.ces 
807 Cor:':.acts undertakers, coroners, or 
necessary public officials upon death of 
pe:::.ents 
810 Re-.:sws or approves payrolls, requisitions, 
lea-rs requests, mail, memoranda, reports or 
rel;oted material 
815 Ee~ives or handles complaints 
816 Fl~ housing of students 
817 Ir_s:~cts new equipment or confers with 
cc·!II:Brcial vendors regarding new equip-
rr.-e:.~ 
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4• 
CHECK LIST OF GP.OUPED ~'.UHSll~G DUTIES (Continued) 
CU:RIC:.l r.!D .:.J::IlGS'iiU.TIVL (continued) 
(5) f~rm 
503 
504 
522 
523 
525 
539 
546 
813 
(6) Fer form 
528 
529 
530 
duties relating to natient 
Calls patient's fe.:::il7 in an emergency 
Gives information on patient's condition 
Locates physician or other personnel in 
e::.ergency 
CEJ.2-:o patient's minister in an emergency 
F.e~eives patient visitors in unit 
Checks on patient's cleare.nce for discharge 
Tr.lees patient to assigned floor or room 
t~;:ion adr:ission 
Observes patient immediately following 
expiration 
adT.ission nrocedure~ 
Ti':es and records information regarding 
pat:'..ent' s family and financic.l status 
Ferforns hospital admission procedures 
(may include the collection of deposit, 
listing of personal possessions, etc.) 
Eakes bed reservations 
(7) Receive sunervisor's order 
541 Receives assignment or orders from 
super\"isor 
5, HOUSEKEE?I!IG iJJJ l·:ESSEi:GER 
(1) Perform h·:>'..lsekeepi~g !i.'1d messenger duties 
601 Runs erranC.s for unit 
602 takes specimens to laboratory 
603 Dusts patient's unit 
604 ~'.ops or sweeps floor 
605 Clean.s or straightens treati::ent, operating, 
or deli\"ery rooms 
606 Cle~s or straightens utility room 
607 Straightens patier,t 1 s unit 
608 Regulates temperature and ventilation of 
p.tient 1 s unit 
609 Ceres for patient's flowers 
610 Ee.kes unoccupied bed 
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CHECK LIST OF GROUPED NURSING DUTIES (Continued) 
5, HOUSEKEEPING Al:O 1'iESSENGER (continued) 
611 Makes anesthetic bed 
612 Makes unoccupied bassinets 
613 Disinfects floors and woodwork by scrubbing 
614 Disinfects and sterilizes dishes and utensils 
615 Disinfects bedsteads, bed springs and bed 
supplies 
616 .b.irs room or area 
617 Prepares mattresses and pillows for 
sterilization 
618 Disposes of soiled linens 
619 Cleans and straightens closets, cupboards, 
drawers, worktables, or nurses 1 chart room 
or maintains office and household supplies 
in order 
620 Cleans and straightens unit kitchen 
806 Cleans bathrooms or bathroom fixtures 
6, SFEC:U..L SE.li.VICi!:S 
(1) Perform labor and delivery duties 
710 assists with delivery as sterile nurse 
711 assists 'With deli very as un11terile nurse 
712 .b.dministers er assists in aaministering 
anesthetic to patient during normal delivery 
713 Takes fetal heart rate 
714. Stilllulates newborn to cry 
715 Rescusitates or assists in rescusitating 
newborn 
716 Dresses cord of nawborn and applies band 
717 Gives immediate post-natal ba'h to newborn 
718 Weighs and measures newborn immediately 
following delivery 
719 h?.rks newborn for identification 
720 Puts drops in eyes of newborn 
721 1±:-i~isters carbon dioxide or oxygen to 
newbo!"n 
732 Gives perineal care 
749 Observes patients in labor and/or times 
l::bor pains 
762 Performs rectal exwnination on labor 
i:atient to determine in=J.nency of delivery 
821 '.lakes bend or footprints of moth~rs and new-
born for identificc.tion i:urposes 
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CHECK LIST OF GROUFED NURSD,G DUTIES (Continued) 
6. SPECkL SERVICES (continued) 
(2) Check security patient 
725 Checks on security measures in psychiatric 
unit · 
747 Makes special reports of patient's condition 
during restraint 
(3) Perform first aid 
726 Administers first aid (pressure dressings or 
tourniquets; temporary immobilization of 
parts of body when bones are broken; cuts, 
burns, sprains, shock, etc.) 
727 Removes for8ign pe.rticles from eyes 
(4) Attend premature baby 
722 Maintains cribs for premature babies 
723 Cares for newborn in respirator 
724 Cares for newborn in incubator 
(5) £ttend newborn and infi:mt 
728 Performs or assists with intratibie.l infusion 
to infruits 
729 Performs or assists with pushclysis to infc.nts 
730 Performs or assists with infant transfusions 
733 Feeds infa.~ts 
734 Bathes infuits 
735 Takes infant to and from mother 
736 Takes temperature of infunt 
737 Weighs infnnt 
738 Diapers infuit 
739 Displays infa.~t to visitors 
740 Prepares infant's formula 
748 Strnightens or cha.~ges occupied bc.ssinets 
750 Takes newborn from delivery room to ni;rsery 
751 Assists mother to nurse infant 
753 Heats formula bottles 
754 kssists with circumcision of infnnt 
755 Wraps or dresses infants 
759 Prepares infants for er following cir-
cumcision or special procedures 
761 l,.dJr.inisters suction to newborn or infant 
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CHECK LIST OF GROVPLll NUP.SDiG DU'.;IES (Continued) 
6. SPECIAL SEP.VICES (continued) 
(6) Perfo"."m 
701 
702 
703 
cjeli verv and ooeratine" roo"' d·~ties 
Scri.:bs 
Selects and lays out sterile instruments 
and supplies 
Hands sterile instruments and supplies to 
surgson 
704 Counts sponges and dressings 
705 Notes and disposes of contaminated supplies 
and instruments 
706 
707 
708 
709 
731 
741 
742 
752 
756 
763 
BOB 
822 
837 
Preserves a.~d labels surgical specimens 
for laboratory examination 
Accc~panies and observes patient on return 
to assigned unit following surgery or delivery 
Prepares sterile supplies and eq·~ipment for 
surgery or delivery 
Prepares patient locally and generally for, 
or imn:ediately following surgery or delivery 
Selects and lays out unsterile supplies, equip-
ment and instruments for surgery or delivery 
Gowns, masks, or gloves self 
Gowns and masks physician or visitor 
Makes up stretcher or delivery or operating 
tables 
Assists during surgery as circulating nurse 
Prepares operatior., anaesthesia, or deli very 
reports 
Performs suction during surgery 
~dministers surgical anaesthesia by inhalation 
or injection 
Assists surgeon by holding sterile instrument 
in patient's body during surgery or assisting 
•'1th cau tery 
(6-1) Assist with surgical anesthesia 
822.b. .hssis~s in administering surgical anaesthesia 
by inhalation or injection 
(7) 12.i§.infect articles; dispose of waste 
743 Disinfects surfaces a.~d articles 
744 Disinfects excreta by chemical methods 
745 Disposes of excreta (includes blood, placenta, etc,) 
746 Disposes of waste of oonta.n:inated materials a.'ld 
S',.lpplies 
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C!GCK LIST CF GROUPE.ll NURSINS. DUTES (Continue:!) 
7. TIME OFF 
(1) Take time off 
800 Takes time off duty for meals 
801 Time out for religious duties 
834 Undergoes physical exaxr.ination required 
by the hospital 
900 Takes time off duty for rest periods or 
personal reasons 
543 Holds conversation with other eILployees 
8. ST.~ND BY TIME 
(1) Stand 't;x: for assi=ent 
167 Stands by for assignment or patient re~uests 
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APPENDIX F 
NEW YORK STATE NURSES' ASSOCIATION 
1952 STUDY OF HOSPITAL NURSES' WORK 
Twelve hospitals were selected. In each hospital only 
general medical-surgical units were used. Two hospitals 
were located in Rochester and ten hospitals in New York 
City. In 1952, New York State had a total bed capacity of 
58,885 (N.Y.U. 1952: 8) Of this total 35,117 were located 
in the metropolitan region of New York and 3, 467 in the 
Rochester metropolitian region. Therefore, the sample 
include sixty-five percent of all beds in the state of New 
York. 
A ten to one ratio existed between down-state to up-
state areas selected. The ratio of bed capacity of 
Rochester to New York City hospital was one to fifteen. 
The professional nurses to be observed were selected 
at random. The selection was completed by writing the 
name of each nurse on a slip of paper, placing the slips 
in a box and then drawing names right before the work 
sampling was to be completed. On units where only one 
staff name was assigned, that staff nurse was used for the 
study. 
The staff were work sampled for one twenty-four 
In both studies nurses worked one of three eight hour 
shifts - days (7:00 a.m. - 3:30 p.m.), evenings (3:00 
-11:30 p.m.) or nights (11:00 p.m. - 7:30 a.m.). 
same work schedule existed in the 1983 study also). 
day. 
work 
p.m. 
(The 
A total of fifty professional nurses were observed by 
trained work samples for a total of six thousand separate 
observations of nurses' work. Going back to the original 
formula for calculating the number of observations needed 
for a +/-5% standard of error at a 95% Confidence level 
outlined earlier in this chapter, only 2,400 observation 
were necessary if the percent of direct care was equal to 
forty percent (which it was). Therefore, using this 
formula, the number of work sampling observations 
necessary using a 95% confidence level for the category of 
direct care was met, in fact, doubled. The percent of 
indirect care was 46.4%. Only 1,880 observations would 
have been necessary to validate the accuracy of the work 
sampled. Again the number of observations was more than 
adequate. 
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APPENDIX G 
UNIVERSITY OF ILLINOIS 
DCPARTr.:.NT OF NURSING 
PATIENT CLASSlFICAT!ON PROJECT 
.~PR! L, 1983 
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UNIVERSITY OF ILLINOIS 
OEPAA'IME.~T OF NJRSING 
PATIENT CLASSIFICATICN 
PILOT PROJECT 
Pre Timi oary l<eport 
.:,Pr11 , 1983 
Sv:t:iitted by Ka!'"o1e Scr.a:er Heyman, M.A., R.N., ;'j,e:.,,t.er of the ::i~'!ct ;:-,.ojec't 
:c-sk Force, to the Depart:::e!"lt of Nursing ?at~e!1t C1::s.sification Co·.~.i:.Ll!e 
~or a:.prcval on ;.,;-ri1 28, 1983. 
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S.m::ary 
UNIVERSITY OF ILLl~OIS 
OEP AATMENT OF ~IURS ING 
PATIENT C'..ASSIF!CATION PILOT ?<OJEC1' 
.:;,pondix A: 19SZ-a3 Patient Classification ~nnittee 
.A.p~cndix S: Unit·Bc?s~ Pi1ot ?rcj~t Participants 
.!.:~e~dix C: Pilot Pl'"cject ~rcpcsal and .!ictivity Ca1e:~·dar 
.!~·~crtdix E: E";Je:r~:l'!ental end COntrcT iools 
.!";.~nCix F: 7col Ret1.1m Statistics and Cod~ng St.eo:t.s 
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UN!':E,SITY OF !LL!NO!S 
:lE?.:.i\71100 OF NURS:NG 
PATIENT CLASSJF! CA!O~iT 
PILOT PROJECT RE.OORT 
The University of lllincis Oepart.-;;ent of ~:ursing nas a two year long 
ccrn;itr.:ent to tne develo;~ent of a P•tient classification system specifically 
desisned to address t~e hybrid institutional ne,,,;js of a wniversfty hospital. 
The purpose of the ~ep•rtr.:ent's Patieot Cl•ssification Pilot Project is to 
d~velop tools and techn<~ues for assessing nursing care ser·1ices delivered that 
a.re cc::patfble with ~th the current and projected t~ends fn !-:~alth care 
?hase One cf the project, com;,leted or. ~-'.:rch 31. 1983, -as f'ocwsed on 
!e-st.ing the Ce~art.ant of ~:~rsing•s expcri:-,a;ntal tools (including a :':'!edfcal-
s~r;ical. critical care, and behavioral fcs.::at) for comprehensiveness in 
d.:-.:.: ... ---::-.t.ing dir£oct n.,.rsing services de1i-.er:d in selected: clinical sites. 
-:"his rcpcrt cont!i:is an outline of activities associated wi"";~ the planning, 
~:-;;:ile:"'.'.entation, and evaluation sta~es of ~-!"le ,i1ot ;lroject. 
7hc proj-ect was C0!'1duct!d in four clinical sites--Unft I, 7 tast, 
7 :.·c-st -:r;an i'rar:s;:ilarit, arid 8E-?syc~iatry. ?c.r~~cipa:its se1e-cted ~cssess 
a r!~ge of clinical skill levels consistent wit~ t~eir res;ec:i~e unit's 
~jpical t;..cnty-.tour ho1Jr staffing pattern. 
;., p?"elimir.ary c.~.a1ysis of six hundred c.nd ~or~y-fi·.·e eA;=..t:r·:r.t:ital !.ools 
c1e:ssification ~ool r;:;resc.,ts a c~;o;tpre:"lt:r.s~ve c:i~;os~te list of C:irect nursing 
services ;:ir-=vi~eC by nurses to their c1ients in :Jr.~·•crsity ~~spl":al. 
S;::ecific re:co;·~~cnCations f'or a f:iture c~urse of acticn as a r~sult of 
this project are ~nc1uCed at !.he e!'ld of this :'"l!.JOrt. 
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~·;rv:~I7Y o~ ILL!NO!S 
~E?"-''1'.ENT OF N~<S;NG 
?~i;ENT CL:.SSIFIC.:.TION 
?ll CT i'~OJ ECT REPORT 
;~-: •QOUCi ION 
7he ~urpose of the Patient Cicssification Project was to test tools and techniq~es 
designed to refine the curr~nt pat~ent care acuity system in t!'le direction of 
de•elooin~ a metnodology that will be compatible with the project•d medical system 
of classification (i.e. Severity of Illn•ss-Intensity of Service Index and the 
Q;•goostic Related Groups). 
This prelicinary report docU01eots all activities associated with the planning, 
i~•1e7'•nt5tion, and evaluation stages of the pilot project. 
7his report is for.':':ative fn nature. The author assumes: reeder far.:iliarfty with 
iss~es ref!rred to in this reporti and secondly, inherent in such a for~at, that 
the reader rec!>gnizes this work as only a part of a larger e·volv~ng !valuation 
process. 
It is i!"'".port~nt to fncTude in this ~ntroductory section of the re~ort a statement 
r•;arding r•s,onsibility for this ,roject. Al~hcugh one group of n~~es "-•Y ~e 
!ssociated wit!i authorship to this re?Qrt, that fact should not ::;e ccnf:,,sed ,,.,;th 
the ;;reject Ct•nership. F'rtim ince.~tion throu;h implcr.ientatfon a.rid evaluation, this 
proje-ct represents a t.....a yeir de~ar!..7.antal effort fnvolving ~any r.:e.;;~ers with a 
multit~~e of s~~cialized skills. A1though this report cannot ac~nOW'lf!.jge every 
cO"";trib.Jtion 1 an at~~"'lpt has t>e~ mode to list the 1922-83 Patient C1assification 
i:c..~;.~tt~e ; . .;.""'.!,2rship (.:.D;:.:ridix A) and the unit·based nursing per>$Or.ne1 that 
~crtic~,)ated in this ~rOja-ct (.!+-~endix B}. • 
This re~ort wili be divided i~to five sections: an cvcrvfew of the ?at~ent 
Clc~siciat~on C.o:-rnittee activ"ities here at the Uni·1ersity of Iilinois Hospital 
to d•te; a •er'y brief disc"ssion of the project pro,csal and activity cal•ndar 
Ce·1ei~·;:w-·.e!it; a ~re eJCtended presentation of the act:Ja1 act'fv'ities e:ssociate<j 
.. ~!.~ ~ilot p~ject ~mple-,'2ntation; a presentation of the ;ireli!!linary =.naiyses 
"~r .. ~~r1-:s; arid rei;:'.'"r.;ri:::e:tions for phase two of this report. 
~c~e'C_l:i~.!_~ of ?atie~t C1!ssifica!.ion Co:,:;-;itt:! ~ct~vities 
!n ~::.vi::-:.er of 1981 1 the ~:JrSi"g E,.ecutive Cc..oncii e:pprovea a ~r-oposal fer ir.:· 
:1e··,e::-iting a :r1vdifiea ;:atient classification system deve1o~.::d by St. L:.Jk.e's 
~c~:ital in ?~Jenix, ~rizcna . 
. !, tasl<. .#"or:.e ... as ~!"le~ a~~:::~·!"lted. 1ne first :':':Peting oc.c:~reC on :e~:.-::er 17, ~981. 
7~e task f~rce ~at bi~eeklt fr~m ~an~!ry throllgh July of 1982. 
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Oute~~es of t~ese ~eetings were: 
1. Clarification of ch•rge with cor:tnittee menbers. 
z. Education of =embers regarding patient classificatlon. 
J. Identification of pilot units: 
a) Two medical/surgical units - one Technicon and cne ncn-rechnicon 
unit; 
b) One unit to test the behavioral tool; and 
c) One critical care unit 
4. Preliminary modification of ~edical/surgical tool tc re~resent nursing 
care at University of Illinois Hospital. 
5. Definitions developed for all items on the orelimir.ary medical/surgical 
tool. 
6. Initial r.~d1fication of b•havioral tool including definitions. 
The ~atient C1assificaticn C~it:ee convened on October 14 1 1982 with a;proximately 
fifty ~~rcent new =ei:.bership fl"OID that of the original task force. Fall :neetings 
.... ere ~~e~t clarifying corrr.iittee pur;>oses and objectives, educating r.ew ::.e:.:bers, 
and compieting ~rk on the experirr.c'ltal tools to be teste-d in the pi1ot project. 
il'.r·e! ~e?arate subco:--:"litt.ees were fo,.,.ed to work on the medical ·surgical 1 behavioral, 
end :ritica1 care ex~eri~~~tal tools. 
The :::.c:-:iical--surgical tool sub-:c~it!.ee consist!<! of three :-:-.c-:-.::e-rs. 7heir chief 
ac: ivity was to esti~ate average times spe-nt by the nurse in t~e cc:·plcticn of 
c:ch task 1iste<f on t.lie medical.surgical t;:,o1 c:Jnstruc!.e-d by tr;e orig~nal ~atient 
C~assification T!sk Fcrce from the St. Luke's prototype. 
~eview of specific ftc-:ns sucli as .. treat:lents and proc!~u.res" ·,.,as d::ie by t~e full 
c.:~:,;~~ee. This strategy was ~ployed bet3use the full c:--:-~-:-:it!e! ..-as s~en as a 
better representive ~'dy of all clinical nursing specia1ities. 
ihe ::-5-'iav~oral tool subcor:T.iittee b~;an aiso with the St. L:.k.e's ~!"Oto~:r.oe and 
refined the tool to adapt to the University of Illinois Hcspital 's ~e~:s based. 
en the 8 £ast·?sychiatric ~ursing staff 1 s fe~~~cck. 
+ 
"'."he critical care tool s·Jbc~itte! decid~ to ~Copt the revised :Tledical-s>Jrgical 
~Jol 's for.:at and Cefi~it~ons with some modificat~ons. 
L.'.:on i:c-.-;-:p1eticn of t;.,1ese :hr~e subcc:'!':nitte:es' w0rK t~e ~ilot ;r,~ec! •:::::)~:::-,.:ntaticn 
~ask. r~rce C0'1tacted sele(;~ed l..init-be:sed !'11. .. rse cd:':':inistrat:;rs to ~ei;~n site 
;re:paraticns. 
1A list of these subcc..--;:iitte~s· ml!ilbers.h;p is c:ntafr.ed in .!:ppe~dix 0. 
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:nee U':e pilot project was initiateC mych of the c:!ir.iitte!'t ,".':t!::ing tir.";e was 
focuse<I on evaluating early proje-:t returns &nd discussing the i~plic&tions of 
prcject fir>dings soecifically as they would apply in some cf the clinical areas 
such as the ?&rent/Child and C~/RR Divisions. 
The next part of this report outlines the develcl)l11ent of a pilot pro:ect pr';lposal 
and •ctivity calendar. 
?ro~t ?roposal and Calendar Oevelopment 
In early Fall of 1982 a five person task force ~as fo"'1ed frcm toe :.,artment of 
~ursing's Fatfent Classification Col!lllittee me"'bersh1p. The pur,cse of this task 
force was to ~ake recoi:r.iendations concerning a patient classification pilot project 
which were to include: project objectives; a •·•thodology for d!ta retrieval and 
analysis; and. a calendar 1ndicating the s~ecific step-wise activit~es to ~e com-
pleted plus a projected timetable indicating dates for task completion. 
A fioal draft of both the prcject prcpcsal and calendar •?pears in ;p•endix C. 
?dr.iarily the purpose of this pilot pro,!ect ••s to evaluate the usefulness of the 
c~rimitl!e 1 s medical-surgical, be~avioral, and critical care e~~erimental tools in 
esst~sing the dir!ct nursing care needs of c1 ~crits at the University of lllinois 
!.!ospf!al. ---
Cnce tna task f'orce cocpleted 
fer full cv;-r.1ittee a~·~roval. 
:•nc•ry 13, 1983. 
their wcrk ~!"le ~roposal and ca!e~dar ~ere submitted 
7his phase of the ~i1ot pro;ect "as cc~plet:!d 
Fo11cftinq the full co~17littee's cpproval of t!ie project pr,pcsal and act~vity 
ca~cr.da.r a.nd t~e c:>mpletfon of the s1.1bc:.".'1.iitt.ees ~rk, t!'le !ask. fcr:e shifted 
fro:':'I a re-;:::::.nend~tion to 1rr:;::le-:i~l'ltation -:-.oc!e of action. 
Site Selection - As i.nGii:ated in the ;:ro,:ect caien~ar {.!.~~er1Cix C) ::-ie first 
.3-Ct1v1ty :..as to :::~t .,..;th AN IIIs on each of the four selecte~ pilot units to 
d;scuss t~e ~roj~ct. E~hibit 1 on the ne~t ~~~e outlines ~~is m~~ting's ~;e~da. 
Tie foi..r ;::atie'1t care units selecte<j to ~:.r!:icipate in the 'iiot ~rojei:-: .. ~re: 
'..'.nit I9 7 :ast. a E'ast-PSfC!°:iatry, and 7 \.'est - Organ iran~;::~ant Uni!:. 
-:"he t:,.;0 ur.its testi~g ~he 0.:dical-surgical tool ;..ere Unit ! aric! 7 S:st. 
Unit I is a s::ia_Jl, ~ .. e::ity-.,ine bed surgical • ..:iit s;ecial~z~nc :n :i..e ::.:re: of 
:i!i.t~e:!'!ts · ... 1th e::~ CiSorCe.rs. -ihis unit !'las a t1pica1 ... ~e<caY :ay shift staf~.:ng 
of: 1 Mi I 1 CN II, 2 c:: rs, arid 2 L?N I!s . ..!.cr:ording to the ct..r~ent: :~:is..:s­
acuity ~e!s r~~ent, 6.8 ~ours p~r each 24 hours is ailoca:~d ~~r pat:ie!'!t for ~oth 
direct and ndirect nursing ::are servic!s. 
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S!"'t:i E~st is a sixty·t'!ii() bed adult :e"leral r:'·!O:ica1 ;.::ii-:. with three ~edica1 services. 
Additionally, s1x beds are reserved for patients ~itn c•r-nclogical disorders. 
A typical casemix of patients include those with carciac, respiratory, gastroin-
testinal and endocrine system disorders. A typical wee<day day snift staff pattern 
would include: 1 CM I, 8 CM ls and 1 CM !I, and 6-8 otner personnel (including 
L?N II, LPN I and NA classifications). ~c,roximately 6 ncurs per every 24 hours par 
patient is aliocated in the current census-acuity ""'••s"r~ant for lloth dire<:t and 
i id i rect nursing care services. 
unit I has had approximately one year of e>.perience in using the c~~puterized on-
line information system (Te<:hnicon) and staff com,leted the ~edical-swrgical 
tools using Ttchnfcon whereas 7 East is not yet •on·1inen and participants com· 
pleted an identical paper tool. 
The ~ehavioral tool ~as tested on 8 East ?sychiatry. 8 East is a 22-bed locked 
psychiatric unit. The nursing staff participate as part of a multidisciplinary 
tr~•t.rr:ent team providing services to patients with a ~r~ad range of psychiatric 
disorders. The use of the milieu as both a diagnostic and therapeutic modality 
is central to tre•tJT~nt. A typical wee<day day shift staffing pattern would be: 
4-5 ~~s (lncludini classifications of AN I, CN II, and CN I) and 2-3 ~HCs (~ental 
Health Counselors . The censi.:s·acuity ~e-e.sure":'.ent ~or dire~t !nd indirtKt nursing 
;ersonnel services per patient in a 24-hour period is 1 hours. Eight East Is 
!.lr'!ady "on·lfne" •nd ;;articipants co~;:ilet!'d their tools using the c:i~p;..iterfzed 
SjSt!!!I, 
se .. ·en :-;est Crgan Tra!lspl~nt unit -...as selected as the site ~or t!sting t~e critical 
care ~ool. Se·~en :..'est Transplant unit has a total of fif~een o;ien beds. A 
t;-pical .. ee<day day shift staffing pattern includes: 5-6 '~'' (including 
c!!ssifications of ;Jf r, CN II, and CN I} and 1 NA. Tr.e c~rrsnt ce~suS·!tuity 
ts~eS$·"'!:.Cnt aliocates S.4 hours of every 24 hours per ;:atie!'lt !S a.n !ve:-!ge r..e~sure­
me!'1t :Jf Cirect and ir.~irect nursing service ti:ne nE-e~ed. Se._en ;..'est ;:ir:rscnnel 
~sed a pa~er version of !he criticil care tool. 
~~~ject Selection a~d ~reoaration ... The original pilot project proposal (_;;,pendix 
·
1:.1- st1~u1at.ea ~·pec1r1c subJect selection criteria conc=:rr.~ng participants': 
c'!essifica:tion, 1e::--gth of clinical e;i;;:>eriel"lce. and -...erk shift. ihe raticnaie for 
this d~~ree of so~cificity was that, altr.cugh the unit of ana1ysis in this phase 
...,!S t!ie ~x?crfi:'.e .. :tal tool, project coordinators felt it ~:"'.;lCrtc~t to ~egin to 
C:e:veiop so.,,e baseline data re-3e:rd~ng staff skill leve1s ~n CO"'"'.jjlcting the too1 's 
i·,diccted tasks c1;er a t .. enty ... four hour period. 
;.;~;e!"'I ::::..,!:ers of t~e task feirce be;!n rr.eeting with fnc!iv~di.;al unit nurse aC::':inistra-
tors it ;f:C!i.·e a'~arent that the stringe!'1t subject se1c-ction criteria ..... as ~r.i;ios­
i!"lg an a.rticicial staffing ?attern onto .::ach resjjective unit :nd ~her-efore, '"":u1d 
::-erl.:a~s r-i:.j~ce the ;irojKt f~ndings validity. As a result, a :,,-.e~C-:e~t .. as r.-.ade 
:~ the or~a~~al ;rc~~sal in ~rder ta sel~ct sutjec~s ~Y ci!ss ~~t~on and 
~~perie~ce.that refiect !3th ~nit's average t~enty ... iour ~c~r aff~r.g ~atteri. 
'7his :TIOve W')uld im~r-~ve the evall.iation's assess.~e~t of the un 's r:att..ral 
organization. 
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ihe pilot was not initiated on any unit "ntil: 
- every ••rticipant had •d•~uate preparation in using :.0th the experi~ental 
and cont ro 1 too 1 ; 
• all unit staff had been briefed on the projec:•s pur?Qse !nd associated. 
activities; and, 
- the unit nurse administrator had assessed the unit's re•diness to begin.2 
On •n ••erage, each unit's preparation time positively correlated with the unit's 
nursing st•ff size. The larger the unit nursing st•ff the longer time It took to 
COl'•Plete the preparation ;>hase. Usually, the preparation time •as bet,.een one to 
two wetks. 
Oata ~etrleval and Coding 
Eac.' project p•rticipant •as asked to co~;>1ete one copy of the University of Illinois 
experimental chsslfic•tion tool for e•ch of the patie!lts s/he •as assigned to 
care for over a twa ~••k work schedule. Since most hospital ,ersonnel are 
assigr.ed every other Mee<e!ld off, it was felt that a twa •eek .ork assignment 
seg~ent,wauld represent the r:'IJSt natural time frame. 
!n addition to filling out the experim-:ntal tool, each part:ic~~ant fi1Ted out a 
control tool for e;ch assigned patient. Control tools selected (one used for the 
~·edical ·surgical and critical care are-!.s and one to corres;:icnd with the PS}'Chiatric3 
area) h~d air~ady b~en test~ in other c1inical areas for reliability and validity. 
A pl"'Cject 1og .,.:as also ;lace-don e-!ch partic~;:ating unit for subjects' cor.:'7'.e!'ltS 
;nd questions. 
Unit nurse aC.:::inistrators (both AN III and AN I) assu.;1ed res;i~r.sibi1 ity fer check-
ing partici~ant cc~;~l 1ance on a daily basis. 
Tools were co11c-t.ted, reviewed, aad hand coded as they :,.,ere turn~ in thus catching 
;Jot.::itial pr,b1e-:s- ?s they arose. Data colli::ction and codin9 -,.;as co;:-::ilet~ on 
A;>ril 6, 1983. 
ihe r:ext sec:.i'on of this re;>ort will describe the preli:-;-.1:.a.ry 3~al1sis of :nf.Jr-
i.;at ion re:trieved. fror.i t!'?ese tools. 
2:..;nit's re!d.!"':ess ~nc1uded: full pre;;c.ration of ~artici;:ants as ... ell as tak"i!"lg 
into r:cr.sideration any factors that ;.iou1d alter the unit's no~.al ac~~vities 
(i.e. a1tere-d ;:a:~e~t C!Se mix er. ;>erso~r.el ;:r::Jle!!s). 
3~ c~:iy of al~ ex;..e;"~e~tal and control tools {nit~ d.ef~niti::.ns ar.c! refc!"'~!'lces) 
ap~e~rs in Ap~e~dix E. 
4Se:!":avioral too1s ... ere coded by part c.i;:.ants in the Career .! ... areness .:rogram 
sponsored. by the :·e::pcr-~~e."1.t of .·~urs "-: through the Vice C?-:.a.nce11or's office and 
the Ur:an Health Early Outreach ~r~ rtm. 
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rrel ~=i~arv .!..-.al vs is 
rocus • 7his ~~ase of t~e project was focysed on examining the University of 
!llfnois t).~cri~.e~tal patient classification tool's direct nw:""Sing care services 
lists with definitions for tool comprehension and completion. 
Several key •ariabies were selected which dictated the data coding fonnat. This 
c~"rse of action was decided upon because of limited n,;::an resourc•s to c:::r,ilete 
the coding process. 
Oata was coded by: patient care unit, participants' assi;ned ~ork shift, acuity 
measur.,,,ent as assessed on control tool, and the participants' grouped entries 
for each of the direct nursing care services as listed in each of the three 
exoerimental tools. 
7his syst~~ of coding allowed the reviewer to ex~~ine the total range of direct 
nursing services, provided by project participants, from simple to complex in e•ch 
of the six ~ajor categories on each patient care unit over a period of Z4 hours 
~hi1e observing the assigned control tool acuity measurement. Thus this format 
a11o~ed for s•toering the ~.aximum ~"!lOi.lllt of infon;>ation while using a hand tally 
c..ethod. 
Additional sources of 1nfo~ation, r.amely the unit pro;~ct Tog and ~nfor:7:al on-
9oing 1ntervi2ws, •ere useful but their content ~sually fccwsed on project 
protocol ratt.er than the tools th,.,,selves. 
Ct'ier data ...-hich could still be retrieved from the toois at a future ::!ate includes 
ra~ge of SJ~jects' skill level and civil service classification. In =ddition, the 
_-critical care e.Ayr:r.:;:-.e:-:tal tool includes ~articipa!'lts' esti;;-.ated tir..es for com-
~1etion of E!ch ~ire-ct SEr-vice rendered. 
!lar.er.al Statistics - .A;:;:e!'ldix F contains the origina1 ...ork she-ets usf:Md to construct 
all ~rcJtct stit'1'Stics. 
The c~plete-j :'; ::rii.lental/c~ntrol tool ret;..rns included: 
Z3Z - ~edical-surgical tools 
ZB6 - beoavioral tools 
1Z7 - critical care tools 
-o45' · TOTAL TOOLS 
iccl Co . ,..p1etion e~d C:":".preher.sion - Participants "ere C:ire-c~ed to ciose1y fo11ow 
the tool's definition parametars ... hen c:impleting !heir doc;.ir.-.cnta~ion. rartici-
;i:nts e.x:pr'!s;ed no prob1e!!'IS in following the e.x:per'\"r.".er;~al tools C:ir.::c~ion nor in 
CO.Tlprei-ending the rl!s~ective definitions. ;,,1t~o·;~h it had ~een c'!early !rticuloted 
during the ~re~aration period t~at these toois ~ere de :~~ed to ~e:sure on1y C~r~ct 
r.urs~no care servic.?s Celivered, ;"'.any ;iartici;:nts sti i felt a r.eed to .. ·rite -:in 
t!ie to01 or e:xpress to ::irojE-ct c::iorc!inators ·:'oc~::e:_.,tat. on of :.,d:rect riursing 
scrwices. 
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interestingly enough, most interaction concerning tool completion was foc'"Std on 
the medical-surgical/critical care control tool. An overwhelming nu:.~er of 
participants felt the control tool activity list did not adequately represent a 
comprehensive range of the typical University Hospital patient. 
The control.tool appears to be built on the assumption that the ~.a.jor precic~rs 
of patient acuity are !.V. tre.tment and activity level. 
Many experienced nurse clinicians ra.,,arked that these "predictors" were obsolete 
in present day health care. ~aintaining an individual •s maxim"" activity level 
is a primary goal of professional nursing care, as ~ell as, the fact that I.V. 
therapy is only one of a large range of beth interde,aodent (troat~ent dono in 
conjunction wit~ ~edfcal or~ers) and ir.de~endent nursing c!re services provid~. 
ihese above co:r.ents may help in W'derstanding why many of the participants rated 
their assisned patients in low .cuity cate·•ories on the control tool. 
The ~r!a~down of ratings were as fo11ows: 
?at!ent Care Unit: 
Jnit I (77 ca>es) 
7 East (155 cases) 
7 •est-Transplant (127 cases) 
8 East-•sycniatry (286 cases) 
C,,ntrol iool Acuity Measurr.•ot: 
~~~~~.,,(~}'._;ercentaoe~).___~~~~~-
1 ' 3 4 
oo IJ I I 
50 37 11 2 
38 sz 5 5 
2 3 4 5 
61 25 2 2 
The :ontrol tol'}ls do a~~ear to r~;;resant an assess:-.:nt of patient i!C'..i~ty ~!se1 en 
a Gate-d f~~ctic~al :p~roach. They de not r.elp to ;at~er Gata in direct ~~rsing 
services by prcvfder's skill level nor do they offer ar.y potential in ~st!~~~s~~ng 
trea:;:-.ent outc~::-:es as a r!sult of :~e dfr"ll!'Ct nurs~ng scrvic2s pMvided. 
7he :Jniversity of I11il"lois ex~e~ir.:srital tool Coes h:..;sver struct:.:rally re::.r!'sent 
a rr.ecns to .... crds estct>1ishing suc.i baseline infc~ation. 
EJ:hibit Z ".!.. se.:-:-.::le cf a Unit I ~::.:~-:~t Hospitalization ::'at:em" indica!.2s :r:e 
1ii2!1iod "her~by ~.~.e ;re-sent U of I ~ool could be ii1c:r;crc!c-d into ~ ·;r~d ::i:-.at 
in orCer to prcv~Ce info~.ation on: direct r.ursing ca:re service ;>at::r:'ls; .:-or 
a ~articular C3te~ory of ~atient; =nd such grouped infcr~ation couid ~e used as 
the basis for constructina an assess~ent of the nu~ber and skill level of r.~rsing 
psrsonne1 re·:uired in a pi.rtic'Jlar clinical area as correlated with the ;'.'atient 
caseload on category c!ur~ng the course of a set ti.~e ~r::r.:e. 
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·;~~'!c:e 1y a.:sent is a discussion of the ~1! playea ~Y t!'I! hospital in~cr-;;.ation 
s:·st.:.~ -~·:1"1i:on). Sei:a~se of the hignly technical nature of this infori.iaticn 
• S!;>ar te pilot pr-eject report was pre;;ared by Barbara Ostro...ski, the Oe;;ar-.ment 
of ·:,.rs "9 :nfor:::ation M!nagsnent Syste111 s;:ecialist. Her re:>e>rt ap;:ears in 
~;:;><"dix G. 
S.,;ested additions to t~e current U of I tool appear in Ap;:endix F. Most of t~ese 
su;;esticns are in the ca"tegory of "treat.-ne~ts and proctdures.• 
l'he last section of this re:>e>rt will outline several recon:ieodations. 
i\~~~=:r.C:a ti O!!!, 
The !o11owinn list of reeo:'1":"endations are made as a result of: the pf lot 
pr-oj~ct's !esk force ex~arience with this first ~hase of imp1~entaticn; the 
••>;N'•ses of the University of Illinois Oe;;artment of Nursing ?atient Classifica-
tion Co•r.dttle; particij)ation 1n the hospital-wide uti1ization review connittee; 
!"Id a review of lfteret~re in this area. 
~e:-•e:!"'al r~c.un-.e::i~ations fvr p/':ase two of the patient cl~ssification ilroject are: 
1. 1='.:ir.;.;.rtd the 1 ist of "tre-:t::-.ents i!!'1d procedures 11 and or;anize it en the 
rcc!'inic':ln syste:ll. t.~rough use of !n al~l'la!:>et system s'reen. 
2. :st~b11sh ~~~,..,xi~~te time esti~ates for such direct nursing care service 
lists-den the expo:ii::-.e!ltal tool to increase the tool's 'lalidity and reliability 
~!'i:.:s a:-iaoi ing it 1 s e;tt::~.c!ed application in the near f'Jture. 
3. !!'litiate e:tpiorat'lcn and testing of the experimental t:>ol fc:ir-::-.at a::plication 
in eixte:-ndtd clinic!l ar:-as such as Labor and Delivery and C;ierating '!J.o_om/ 
::::l""·:o·wery ~oom. 
4, :;r'='ct '~tu:"'e tool f."·:idific?tion and ;:r')j!~t .:ctivities in c:.iice~t ,.·ith other 
~!~~ent outc:rne asses.sr.:ent activities. r.a.-·t!ly t~cse associated with tt1e O.R.G. 
•od l.S.O. syst~~s. 
5. s~;in the ~roC!SS of Cev!lcping a method to ,:roviCe esti~ates of :.OUt "i~direct" 
a;\d .. o ~~ri-,;:d" e·~~"Sl!S ts soci ated with direct n .. rs ~rig services Ce ii ··ered. 
Tio\e cost e$ti::-.ates i,..'uid be ~!"-e basis for creat~ng !n absolute cost for n~rsing 
se:r..,.ices to ~e uselj for either 1nte!"nal or external bill'ing i''Jr;::~ses. 
5. 7r .... o: ... ;h revie:,.; of the ::e~a.r~.;ne . ,tal pclicy .!nd proc:?~Jre .~ar: ... a1s es:~~blish skill 
~e'l'ei re:u1ro:~2:1tS fer n:.:rs1ng service acti·1ities 1ist~i:1 on t~e ~x::ar~:ric.,tal 
tool. 
7, ;ssess the role of 7echnicon in futur! docurne~tation ana develop a realistic 
~.Jdget to cover any ~ajar '?;:;uipment p~rchases or ;:ie!"son:iel r~uire:ne.,ts for 
any expended activities associated with this project. 
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drsng ~ -5 
LY. sites .15 
incision .,- -5 
drsng ,,c_ -5 
EXHIBIT I: 
PATIL'IT CLASSIFICATION PIL07 PROJECT 
MEETING WITH UNIT NURSING ~DM:N!STAAT!ON 
I. R<view proposal outline and discuss "goocr.ess of fit" with unit 
specific needs. 
II. Revi!!W e>perf~ental (Unfversfty of Illinois} tool and tontrol (Public 
Health Service) tool. 
III. Ofsc~ss ~ssues associated with use cf ~f,~nicon. 
IV. :c;ile.-::entation Strat~ 
A. rle-?SC~able time schedule. 
B. ?artici;ont selection, education and -.;rk schedule. 
C. Oata coll~tion ;:recess. 
D. ?roblen solving and resource personnel (ad"1inistr-ati'le--unit and 
µrogr!lll--and clinical). 
V. E\a1vation ;Jr~cess 
<SH/cc 
l/1!/83 
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Med-Surg/Critical Care ptucnO!!S: 
Patient Classification Manual Tool 1. UM !!!t t1 cue et Tedall~ f1t1w,.. 
1. ASSESSll[OT 
st.,11 
lflttl'9lclt1t1 
CO-,lt• 
l. HY61EN£ 
,..,.....t 
Sf11pl1 
l•te,..cU1te 
C.O,lox 
l•te1'9Ht1t1 
lltCOllt f ...-ce 
c. .. 
(Omp)fJI llllCOA• 
tfftl#C9 c.,.. 
l. VITAL 515915 
st-.11 
I•te,....fata 
c.o.pJex 
4, MDIJTOIJlli 
Simple 
l•tarmtttatt 
C.1•• 
llltt ...... flte 
l••1stv1 
CGllJl•• l11w11fwl 
5. DOPltUI 
St.pit 
Jflttl'9tdt1te 
C.01•• 
6. JSOUTION 
Simple 
111te....Ot1t1 
C.O,lu 
7. IESTUllT 
St11pl1 AHltc1-
t101111/,._..v1I 
Jnttl"l•clf1t1 
Applfc1tt011/ 
-.Oval 
'°'9111 °'PPlfC.I• 
tton 
Collplt• llmow1l/ 
Aot1tto11 
ACTUAL PREDICTED 
z. 'a'•tr: OlltcA: "ACnlM.' 
t II U.1 •lt 
to 1our Jttfe1t. 
l. 1.1. Alstp; Cclllfl•C. 
'l'ltbiffl 
4. Addrns:r• eldl "" s. s1,. Too 
~ •UD!CltD 
IZ. llT&rl (FWID) 
StllJlllt 
l•terlfff •tt 
Collpl1.1 
IJ. TOILET 
Slap It 
l11ttt•cU 1tt 
C.,1111 
14. OUTPUT 
Sh11Plt 
J1ttt,_.it1it 
Complex 
15. S0t£Dl.;L£0 MDICITJDllS 
Stgple 
ffltel"8Ht1ta 
tc.fil11 
16. UllSOl.CIU1.£D NEDS (STAT Alm P .. ) 
s1.,1, 
Jnt1,...t1tt 
Ccmplea 
17. SOt£DUL£D JVPI fllrDICATllllS 
51.,11 
J11tel9tf,t Ill 
C..lea 
18. IV rwrwr flUTJATICll/TEMIUTICll 
St., le 
Jnte'9fdf1te 
C.,1ea 
19. IV THfWY MAJllTEllAlllCt 
St-rile 
lnt1"'9Nf1te 
ta.plea 
20. NGllllTCR£D MEDJCATIOIG 
Staple 
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hi tel"hd t • ti 
C.,l1a 
I. lllllll?n 
,..,.,..,.t 
Sl8p1e 
l•te,...f1tt 
"-''" 
9. llDlfST 
,...,. ..... , 
St11p1e 
l•terwtdf1tt 
C.,1•• 
1 O. WEICHT 
s1.,1e 
I1tttl'Mlllt1te 
C.,111. 
II. lllTllTICI 
.......... , 
St11ple 
J ft tent di 1te 
C.,lt• 
Stnple r..a.. 
, .. , .. 
l•termdtatt 
Tullit fee41•t 
c.••· , .... 
'*'"' 
tiregt ... 1r'1 Sl91tttilre 
B Jli1\ped Sl9n161r1 - if dtfftrtftl 
'"" Caf'19lver 
SHIFT: • D E 
21. 11 ... lll Ol!DTATIGll 
St11pl1 
l11ttrwclf1te CO..••• 
22. SOCIAi.I ZATIOJI 
2l. LIMIT SETTING 
Sl•P1t 
lnt1,..dt1t1 
(09plt.1 
24. ADllSSICll/TllAllSFEl/DJSD<allf 
.... flSICMI 
Tr1Mftr {u•lt 
to u•t t) 
Tr Ml,,,. (room 
dl1n91 11ltit• 
unit I 
Dt1c9'i11r91 
Dtsch1r,. MA 
f&fll r1tf~ 
15. [IVll..UT 
S1f1t1 ,,.c1utto111 
( l•ftf1tton} 
S-01111119 (St•lt) -
5-11"1 -
(later.Hftlt) 
S.Ollfitg -( COlllP ••• ) 
Sutctd11 St•••• -
Sutctd1l Collpl11 = 
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UlltVnS!T! OF !LLillO!S HOS?!!AL .U!ll ctill!CS 
DEPARt= OF =5IllG 
I> I a ! C T 
ACTtVtT! 
L I S E I ! t ~ 
D E F I S I ! I 0 S S 
~edical-Sur~ical/Critical Ca.re 
?atient c:assif icaticn !~ol 
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OllIVE!SITT OF Il.UllOIS &OS?ITAI. A.'q!I CLillICS 
DEPil'Il1E!IT OF llDRS= 
D I ll E C T 
ACTIVITY 
L I S E I T E M S 
l!edic:al-5 urgic:al./ Cr1t ieal CM e 
?atitnt Clas•ificatiou Tacl 
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llll>-S111C/CC root. U?I! IT!l!S BT CAT!CORY 
l. AS S!SSM!!fT 
SI.mph 
Ia.carmed1aca 
C..plox 
2. l!TCIDI! 
I!ldepoadenc 
SI.mph 
In.carmediata 
COOl!ll.D 
Int1,,..dl1t1 Incontlntnce Care 
eo.1tla Incoaci:Dimca Ci&ra 
3. VU.U. SIG:IS 
S:laple 
Int-ecliate 
Coaiila: 
• • !!ClfITOP.IllC 
Uaple 
tAtentediat• 
Cospla 
Ia.c.rmediace Iavuiva 
ea.plaz Itr'f'a•ive 
5. OOPPLD! 
SI.mph 
tnt U'1ltlld 1a c. 
Coailla: 
6, ISOUnOll 
Siaple 
Int1rmed1at1 
Compl .. 
1. ll!STllAINT 
Simple Ap~licatioa/Reaoval 
In.tarmedi&ta Applicat!oa/!maoval 
Coolpla: A!>Pl1cat1on 
Complex R.•oval/Rotat!.on 
B. ~O!IUTI 
Inda;imdenc 
Siaph 
Intarmed.i&t• 
Complex 
9. B!DREST 
Indepmde.t 
S:laph 
ta.carmediate 
Complex 
10. ll!IC!IT 
S:laph 
Ictarm.ediace 
Coapl .. 
ll • Nt!TllT: ON 
Indepe!ldomt 
Siaph 
Ia.carmediata 
Colllp l"" 
Siaple Tube Foedilli 
Incermecliato Tubo Fooding 
C0111plu Tube FHdillg 
l2, INTAI:! (TLUIO) 
SI.mp la 
tncarw.ediata 
Coailla: 
l3. TOILET 
SI.mp le 
In.carmediaca 
Comp lox 
14. Olm'UT 
S.laple 
Ia.termC 1.aca 
Coaillu 
l5. SCIEDtlU!l MEDICAnOKS 
SI.mph 
Iat1rmed1at1 
Comp la 
16. ll!ISC!II!lt!UD MEDS (5-:'.AT &'Ill PRN) 
S:laph 
tn.cenaed iate 
Comp lox 
17. SC!lll!lltO IV?S tiEllICATIONS 
S:laplo 
Incer.11.edi.ace: 
Complu 
18. r~r TilE!tAP'T !n!':A:'ION/7!.~'iI!tA7:0N 
Si.mph 
Io.tar=ediace 
Compl"" 
19. IV !BER.APT ~~!ANC! 
Simple 
In.carmed.iate 
Comp lox 
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ll!ll-StraG/CC TOOL Um: tn:!S l!Y CL.'"ECOB.Y (CO!ITINUO) 
20. l!CllUOUll l!EDICAnONS 
S!apla 
tncarm.lld.iate 
Comp lox 
21. !!.ULITY 08.I:El!TATION 
Silll!>l• 
Incar.nediac e 
Ccaplu 
22. SOC:UUZA!!OR 
23 • LIMIT SETTING 
Siapla 
Illtumedi&ta 
C<ll;pla: 
24. ADMISSION/I'RAllSFEl!./DISC!!AB.GE: 
.ldm.••iou 
Transfer (unit to unit) 
Transfer (room ch.an&• wi.thi.n tm.!t) 
Di&ch&r;e 
Discharge A.'IA 
Expiration 
25 . ENVU.ONMn""t 
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Safety Precautions (Initiation) 
Smo l<1q ( S 1lll!> lo) 
Smoking (Intormeei&te) 
S..ol<iq (Complex) 
Suiddal S:L:iple 
Suicidal Com;>lex 
~ S S E S S ~ ! S T 
Smpla: 
Co!pl•: 
Sysc• - oriccacl u•••-1111c i:icludiq ,. .. .,,. , ru11, 
C'l, r1111&l IZl4 Utt&iC:l.as ... uy 8 !lours. 
s,..c ... - orictacl UHl&1111C i:iclwl:l.:ls ll&rO. r.111, 
C'l, r1111&l cd aztt&ieias ~ !lo 8 !lours. 
Sys-:• • crime.ad uaua•u: !:clud.i:c a..ao, :Uit, 
C'1, r1111&l cd ac:r&1t~u ::ioro :ban t"rlc • !lo 8 !lours. 
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l!YG!!l'I! 
I:adapendmc: hovide aquipmcc for A.'i/PM care co patianc vbo a.eads a.o 
ua1n. I=ludu mak:iq W>Oci:up1ad hd, linen <i~l&l, 
roC. t1d'1'1A&, aad back Nl> Pl!!I. 
~: Provide aqu1pmct for &.'!/Pl! care to ?•tict vbo Hada 
uaisc tor hard to ruch aru.s md oral c:.are 01. usilt 
to tvl> or abavu UM! upain use of aqui;noat-UM! assist 
V'ith oral care. IacludH making 11DOccupill4 ba<!, linen 
diapoaal, room t1dy1Ag and l>aclt rul> P!..'I. 
!ncaoedi&ca: Provide equipmeac for AM/PM c:ue co pacimt vbo a.aeda 
full asauc oa. supe:vts!aa. in b.achina &ad oral care 
(il1tul>atad/a0lli11tul>atad). !:lcludaa caalting occupia4/ 
\ID.OCCUpied bed, linen dispoa&l, :-oom. :iCyia.g and skin 
cart PU. OD.ly one tu.ff required. 
Coarola:: ProYid• eq.Upact Hcuaary for All.IP':!. cue co patict vbo 
is imabla to cooperate UM!/or uoiat. IacludH malt1q 
occupiad/.....,cc-~piad bad (r111Uar/circo-1actr1c/lcinaticl, 
liaell diaposal, room. tiAy1D1, 11d.n c:ara ?'R!r, oral care 
q 1-Z hours. lequiru oa.e or co"C"• sc&t!'.. 
Izitermediaca !.a.conci:len.ce Cua: t'T'avid.e equi;immc a.ecassary for p&r1:1al/ 
vbol• l>ath. Iacludu liaa chan1• and <iiapoa&l. Fraquccy: 
1 co Z timu/shif:.. tncoa.tiDanc.a \lied here iDclud.u 1.1r1ae, 
1~1, m.1111, dra1:&.;:a or &nytll.ins requiring the above 
c:ua in additiou co vbac i5 roucic.a. 
Comula: !a.coa.cinmca Cua: Provide aqu.ipmmt a.acusary fo:- p&r:.1&.l/whola 
l>atb.. Iacludaa liaim chan1• &Dd dispol&l. Tuqumcy: 
3 or more t1mu/sb.if'C. tnc:cnu::inea.ca iaed here in.clud.u 
urizle, s'Cool, •ui.s, dr&inace or &tLy'Ch.ing :equi:ing t!l.a 
above care in addit1oc to whac 1.s routine. 
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s ! c !I s 
Si:lple: 
Inumadi&ce: 
Complex: 
T (oral/:eccal/axillary); P (radi.&l/bracllial/apicall; 
I (v9"1lator/aoav.,,cilacor) IU>d BP. Fn~.,.cy: 
... erir 4 co a boura. 
T (oral/reccal/•x<llary); P C=adi.&l/;rachial/apic&l); 
a. (vccilacor/110nvencilacor); aad, !? ('t:' or ·r u:.az-t-&l. 
Une). Fr-9'ley: fNAry 2 co 3 boura. 
T (oral/nccal/axillary/con): P (radial/brachial/ap~al): 
a (ventilacor/nouvcitilacor); and, BP (~or T ar:arial line). 
?raquency: every one hour or more of:.aa.. 
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M 0 N I T 0 I I ~ C 
.!!:!!!!= 
Inter'1ed4t•: 
Complu: 
Calil>ratia of &ll 1110llltorioJ equi;act. C7P rudl.:11 
nery 8 bou'C'• • 
Calibr&Uon of all 01on1tori:11 equi;=ct. C7P rudi.q 
ft'U'y 2: to 4 bou'C'I. 
Calil>racioa of &ll mon1cor1n1 equi-t. Continual !Xe 
AIJli/or CVP r:aad.1.ag every l hour or ~or• of :mi. [nclw:ies 
alectroc!e cb&ages. 
tnc~ediat• Invasive: C&libn.tioa o! all :mmitaring •qui~aa.c. !!!AP -
output PAS - Pl.Il - i'WP every 4 to 8 hours &04/or c:ardi&c 
•nry a hours. &04/ or t.ll' rudi:1&• wery t hour. 
Cosplu Invasive: Ca.lihrat1oa. of all moaicori.a.1 •qui;mmc. MAP - PAS -
PAD - PVP n•'?')" Z Oou~s or =.ore often a:A/or iard.i&c. out~t 
..,ery 4 hours or more oft.., &04/ or t.ll' rudioJ• .... ry 30 
=U.Ducu or mor• often aa.d/or !C? mo:icrnin1 and/or 
c.oacinuous apaaa ::ouicoria.g. In.eludes electrode place-
,....,. 
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ll o ? ? L ! !. 
S1'1mle: lloppler at bed•14e. Inc:lwiu ,.......,,_t of l :o Z 
peripbaral l"llsu/ !.zid1cu ..,ery 4 to 8 l:<Nr•. 
Intu..edi.a:e: l!Aquizu l.oc:at:l:lg mid collect:l:lg & lloppler. Inc:lwiu 
uaa=•ct of 3 or more per-11beral. Jllll,su/1"41cu m4/or 
a fr-~7 of ..,ery Z :o 3 baurs. 
C:-Ola:: llonler at b.U14a or raqui:u l~atiml a:d collect:loll 
mid> 3 pariphllral pu.lsa/1'1du: .._r-ts Ofll!./or nary 
· 1 baur or more of:m. 
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t S 0 L A T I 0 Y 
Sim.pla: 
C-ohs: 
!Acer~ ~ ns9iracory isolac!oll. ~·• 1acll.er!:1 
mnliu for isol.aci= cac!miqua '"° 1ow.1A1) am 
ilS!"'•iAI of l!Au, 1ar!:a1• and ocliar it.,,,. !::= 
rooa. 
llowl4 and sl<:in isol.&c!oll. tncludu sacll.er!:s lNpplias 
for U.l.acioll clll:lmiquH, Cio1111i:g, acc.) am <i1Sl'Cl•i:1 
of li:-, 1arX!!a aad oclia: !:.,,,. f::oc room. 
i..rusa/procacc!ve/sc::~: isal.&cion. tncludu 1acll.ar'..:ig 
mnliu for isal.ac!= cec!miques Csow.iz>;, acc.) and 
ilal""SiAI of li:m, 1arb91e m<i oclia: iCll!U fr°'" :'OC>lll· 
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l E S T l A I ~ T 
1J!!2!!: 
t.ppliatioa./ 
!-al: 
Int arm.ed.i&Ca 
Aopliaticn/ 
lmoval: 
AWly/rmova soft oxtromity or posey jat~t t:'Htraio.t co 
pacienc vbo ii uoc ruiscanc. B.aquir•• one 1C&ff person.. 
Oou DOC in&:J.ud.a "DV"IllOMMtNT." 
Apply/raov• soft e:ttTai.:y or poaay jac.kec rut:ainc to 
~cimt ~ :equi:es :ore e.han one sea.ff. :>oes a.at 
1a.cluda'~." 
Compl.s. Acplication: 
Apply soft restraints co patimt ~ requiru Qare than 
2 a'C&ff QI. apply Leather re.st:"&ints. Does a.oc include 
~-" 
Ccmol"" ltt!noval/!otaticn: 
l.moTa rut-ra.i:a.cs of any ki:1d fnna a ;iacimc vbo requires 
more than 2 s'U.ff preset. Dou a.ot include ''!:lV!lONME:.TT." 
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llO!tt.tTY 
bd9eadmc: 
Slmple: 
t..umciaca: 
Comola:: 
t!p Ill! lib. 8.aquiru ao assiaUD.Ca. 
.t\saiac W ouc of 'b-.1 l co 2 cU.u per sh.if!:. tncti.du 
~llcdon ed. lwlding of usiacive d...-ice co pacaac 
(ca:a, walker, ecc.) • 
.\saiae 1:/ ouc of 'be or co daql.a nt!> saperr'Jion 
l co 2 c:!mu per shi!i:. tnc.!....tu colloc:ioc of &114 
ua~a vicll & .. 1.acive &Od proscheck d...Uu. 
Collcc Cid posi:!.cnl hayer li!: or oc!>u cnnsf oz d-1.:a 
l 'CO 2 l:Uu per shifc. t..clwlu t:msfc iA/ouc 'bed co 
c:haiz, ca..-diac chair. or can md/or &ppllcuioa/r-.i 
;rroacl>a:k d...Ue. t!wally uquiru =n ca- =• persaa. 
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!oEDB.tST 
S.!molu 
tnumecluu: 
Comola:: 
Ezill&i: and :mind of aB. .,....,. siUf:. :lo uau=• 
11aeclecl ta c..m or pooit:!ml. 
T"r.1 &ZlCi ;>o&it:l.OD vitllout usia=e f-.- ;o&tl.Ct 
... ...,. z - .... 
Tum and l'O•itiml vitl:I uaia:aAce fr:= atll.u ~usomial 
... ...,. Z haars. 
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ll?tGi!T 
tAUr.aed 1.aca: 
f!omplu: 
~ud.u i:ollac:ioa. at S(;Gd101 seal.•. veich: :auu.r•~ 
ad raeord.1'11 fo1' pac:f.an: vbo ueds ~ usiscmca. 
t:M:l&Mias coUcc:l.ocl of 1ca:id1"'g se&la, 'Rigllc .....,..,,...,.. 
ad. 1'&eoril.n& for pac:f.anc vbo ueds ass:Lsc co ••All '>P ad 
be scad1-d. 
~as coUc::l.ocl md placC0&11c of bads:!.da se&la, eanstu 
co Gd f:oa cala, ... ig~ :euu:a:oanc and =aeon:i..g. 
laqu:lza• l 01' :aan puSOD us :Lsc . 
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Indeoendmt: 
~: 
Camala:: 
!lo assutanc• nqu:Ln4. Intludu tray ch.Kl<, All/P!I aacl< 
...i •tu pitcher r&t:Lll. 
:ro ... ue&11c:e nqu:Lre4. t11cl.w:les :!PO ('C' or T 1':• clu.po), 
calorie count, pas• or pick-up c~ay and water pitcher 
rot ill . 
.U•Ut vi.th sat-up at1.d/or 1.ncaci'!tent suparri.sion. 
tncl.w:lu e.&lor:Lo count, A.'t/P!I mack &11d watu pi:char r&till. 
Al•Ut vit~ sec-up and supervise dur!.D1 meal and.for feed. 
tnclud.u e&lari.e count, W?H mack, watar pitcher rat ill 
m4 po•t-ul hys:Lme. 
S:!rmlo T1'be Foe41ns: Collect m4 oat-up e~uipmct m4 he4:!:>g l ta Z t:lmu 
per 1hift. Inc:lud.es nourisbmea.t par JC, G cube, J i:u&e, 
or Dobbboff cube util.1%1.na: a :>ial-a-flov er c.oat~\la 
inf1'oiOA pllllllp. 
Intaaadiate tube Feed.inc: 
bolus every 
C: t1'be. 
Collect m4 sec-up equipmmt &114 fe&ci:lni far 
2 eo 4 hours. tnclu.das nou?"i.shmcit ;:i•r ~G, 
Com.pla: tuba Feed.inc: Collect md sac-up equi~m.mc and feed.in; for bolus 
every l hour or mere often. I.nclad.as ci.ourishmenc per 3C, 
c: tt>be. 
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Simple: Mauu.n Cid n~ord ..,.,,., 8 acurs. ~ .. p.o., 
t.v., :sG, GI: or ..., o:bar flu.14 iAul<a or !.rri;m:. 
tllu: .. ci&u: l!Auur• llld rK•rd 2 :o 4 :=a• par •hif:. t=lw!u 
tl.u14 pu.ah .. ;t.o., tv, :iG, ~ o:- my 01:~r fluid 1=.c.aka 
0% f.r:ilaAI:. 
Co!plaz: l!euun aDd rcord ..,ary l hour or ,.,.,. of:c. 
tllcludu pari:cmaal di&lys:!.s, fb14 push p. o. , tv, JG, 
GI: or my o:bar f!.u14 iA:al<a or lzriian:. 
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!??la: 
tzi.car.oodi&U: 
Coapla:: 
Cl>eck el.iai=&c:Lml IC&Cl>I ... ...,. 8 houri. 
Coll ... c equipia-C, pl.Ke Oil bodpc or commada or &Hi.I: 
co bacl!:OOll l co 2 ti:as pu 1h:Lf:. t11cluda1 t:octt:U.ctcc 
mperris:Lml &d posc-coilac ltnic•. 
Coll ... : equipiacc, pl.Ke Oil 'bodpc or Coomoda or UIUC 
co bacl!:oOlll 3 or mora ci:u pa: shift. t:lcludu coucuc 
~C?ia:Loll Ulc! poac-coilac ltni&•. 
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Sl:lple: 
rnt.•oediat1: 
Comola:: 
Musur1 and :-ecorci any cyp1 of ov.c~c an• cim• pu 1h.ifc .. 
I=ludu urine, stool, -11 &Ad any 4rai.naga froa any 
cype of d.n.in, tub•, 01eomy, or dru•in&· 
Xe.am:-• and record any type of output every 2 co 4 hours. 
Inclu.das u.rin•, stool, ea.sis md my d.rain&1• from any 
type of drai:l, tube, ostQClly, or c!rassing. 
~r• and rec:>rd any C7Pe of C)Utput every oa.e hour o-r 
core fraqumicly. ta.eludes arin1 1 stool, mesi.s and any 
drainage from any tYl'• of drain, cube, 01tamy, or dr111il:J.&. 
Al.so includes periccuaal dialysis. 
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Simple: ha;tara, •cf:n1n1 •t.ar &a.d c~ :5ed. hquiras l cc Z 
appraac~es p~ shift. 
~epare, odm:l.ninu Cid e!ian :lad. laqui:u 3 to 4 
approacQu pu sb.i!:. 
Pr~•· actm1=1•;ar and ch.&rc. :ed. i.equ.Uu =r• c:.n 
4 approas~es pu s!U!:. IAclwie• pe.riC:Qa.uJ. dialysU. 
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ti ll S C !I E D ti L E D li E D S (STATS Allll ?!!!I) 
(~ loutu Except "l'.011itorod llaci•") 
5:1:>.plo: Prepare, admiAister md char: =.ed. !oquiros l to 2 
approacbu ;er slli!t. 
Intermediate: h•t>&r•, adlllia.ist•?" and char. :ood. !oquiru 3 co 4 
apprC)ach•• per shilt. 
Comolex: h•par•, adm.ini.stu and c!tarc :ed. loquiros lllOU th&!1 
4 approaches per shif:. 
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S11:mla: Pnpara, l<loU:l!scu &Ad c:art me. laquiru l :o z 
ap;iroachu pu ah:Uc. 
tncar.oecli.aca: P-:•9&1"•, odaiA!scu me! ci:an 21wi. !equi:u J to 4 
awroachu pc shi!t. 
Comola:: hapua, ab i'n 1 •(: U md. c:h&r: :t.91!.. ll.aquUU =<n• C!:.m 
4 awroachu ~u sh:U:. 
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Si:lpl•: 
Ccmiln: 
tiUc:Lau or cU . .scoiu:U...• per:f.!lhual TV. I:it:LaticG 
r9q1Uzu o,.. pcson aad =• vcmi;iu:ca..... ~ •• 
collcti= md Ht-•p of oquipmmt, dru•:L:c, md 
¢o.,_cut1"". 
Im.t:Lau peripbual TV or di.sc=ti:m• CV!' la•. 
bquins .,... person Gld 2 :o 3 vei;iu:c:uru. 
I:cl.udu collccion aad ••c-up of oqui-c, d ... ui:i 
ad docmamui:icG. 
I:ic:Lau pC":f.!lberal TV. hquir.s on• or ..,.,. person 
ad 4 or maTa Yc.ipmac:uru. tncl.u.du colleccioa 
and ••C1'P ot equipm.ct~ c!:asaiDg md documm:aciou. 
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SU.pl•: Colle: ...i pup.re •<!"i;nocc for l tv liAa. l:A<:lud .. 
!tas. :ub:Lq ilSlli dr .. •~ •!laDI• l •:!:• pu 1bil:. Al•o 
t.sclud .. Ii:& - i:>fua:L= OOS&t"O'&Ci= wary ' •• 8 !tou:s 
llld documc:acion. 
tnur:ied.:!..aca: CollK: llld p:epue equi;nocc for 2 co 3 tv la ... 
~ .. bas, :ub1"g m4 <lnss:!:lg c!o.mg .. ...i.ic!> requ:l.r• 
2 co 3 approccb. .. per 1hi!:. Al.ao 1"clud .. 11.ca aAd 
iA.tusicm obaern:iaa. and docua.a.u:!.aa.. 
Coiapla:: Colle: Gd p:apua aqu!pac: for 4 or ,,.,,,. tv li:l ... 
tAc..1.udas 11.q, :ub1:11 Gd <lr .. •:!:ll •!:lm1; .. wbich require 
4 or =r• appro&1:lla per 1b.1!:. Al.ao i:clwl•• d.:a Ul4 
1Atuai= obsernci= aml <lo.,_c:a:i=. 
225 
~ 0 5 I T 0 i t 0 ~ E 0 I C A T I 0 ~ S 
(Scbaduled or Oc1cbad..J.ed) 
laquiru concinual aaaas&anc of pacimt scaeus duria.a and altar 
adaiD.iscracioa. !aclw:iea colleccion, preparation, ticracioc, and 
doC'all.CC&Cioll and :'&f:t'lirea: 
~: l' lUlNCH ?U Shi!:. 
Incar:iedi&ce: l6 co 30 m:Lmices ~·r shif:. 
Coarolcx: ~..era t!ian 30 minu:as par 1Q1f:. 
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S1apla: .t.uua vhatbr pat1at cm nlau ~onacc Wor:taciou 
re: puSOIL, pl.ace and Um• and 0101.cc u 1SatUa&:'7· 
Izu:l.gdu ~C:&Ciou azid lOequUU l CO 2 &PlllOO&C!wa 
par 1Wc. · 
tnur.uoii&ca: 
Compla:: 
AH ... wh..:hu pacicc cm nlau =n'att Wor.oaciou 
ra: pus=. p~a aid :=.e md aricc u a.ecassary. 
t=J.wlu ~:&cion and 10equj.n1 3 co 4 &'PPIOOg!wa 
par shift. 
A.a• ... vhachc pacicc ~ :-ala.ca cor:-tct. 1:1.focaacica. 
n: puson, pl.ace IZld c1aa !010 & pac1ac with .,.._ 
rucn.c:cC mov•e:a.t vbo a.ee:i.s fraquce obaervaeicn1.m, 
1. &. , au.ff nae co u ... n wliuubouca at all c:l.mu. 
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Aaau• coavnlwla:f.<nl of UlAu• a:d e:u=cc pl.an &Dd !.icci!y 
ban:l.ars (~l!UC1va, cdcural., languqal. 
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S1:11le: 
t:ur::iadiau: 
l!.miAd paciem: of role ill. cruc:cc pl.an L co 2 c!:lu 
pc 1b.ifc, IAclwiu, for -11Le, fluid ad c!iecuy 
ad/or ..:civi:y rucrtc:iC11S. 
~ ;iacicc of role ill. cruc:cc pl.an 3 co 7 c!:lu 
per lhifc. I:clwiu, for capla, fi«!d ad ducary 
a/or ..:c:!.vi:y ruc::!.ccimul. 
11.aU>d pacicc of role in cruc:m: pl.an ... err l hour 
or aa"J:• of'tm for a pa:1ct vho U w:iable or unvill!:Lg 
C.0 ~oopera.te iA & t:'UCtc:1t pl.aAe 
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.W.U.io11: Place pacim&l: l.A roca/b.d, ortmc co ..ucflioe11il:&l./ 
roC11, C:Clllll•ca c:lot!UAs ad vali>ablu liac. t:clwlu 
~•io11 l.AtUTiev ad UU.cUJ. caro plan. 
Tr....for (llZlit co .mitl: .i.c:Cllllliahed by sCM!l.Ag <mit. t=l.wlu bed 
Torification, =nnc HI"'~• accif:!.cacioa of au:illuy 
1U"7"'...c:u, ananal.Ag emuiic~ and 1cip111.Ag .mic. 
Traufor (ro... c:!iaqa vt:!U: l&Aj.C): tcc:lwlu """l.Ag patimt, b~• 
ad tu~• and actificac!oa of au:illuy .~ ... 
Di..s<:haru: 
D/ 1c: 
U/l0/83 
:t=clwlu met=ticns ra: 1U.1ehar;e !Ude, ell.AU ad 
lab appcs. , activity ad tliec u1eiccicns, accific&tioa 
ot bcUlekaapl.Ag, •=nl.Aa .mit, tlixhar;• acca ad 
-ic&l record uchaAicl. 
tcc:lwlu all cf "l>isc:har;a" u ...U u Depa=-C of 
:toinl.Ag pc~y %0-00-00 raquiramcs. 
tcc:lwlu ;rroparadoc of pacimt for """II>•• acti!icatioa 
ad c:omo.sel!q of sipi!ica:: oc!lars, C:Clllllatioa of 
m•1e11 rcord mechazlic.•, aoti!icacioa of acill.&ry 
IC'Vicu mod suippl.Ag of .mit. 
230 
! ~ V I l 0 ~ M E Y T 
S&fai:1 haea»•i=• (Id.•1.a•ion): 
Smclcing (Si:eltl: 
Id•U . .fy &DI! r11110T• u•ci&l• po••t1.ally 4aa1erowi 
(""!lrucribed dn1a or food aid/or 1110IWzl uceri&l• 
aid/or •baril•). Inc:lwlu Wor:Wic pm:ianc Cli/or 
taily, gpl&acion and rationale, documancacion and 
prucca of oua add.!.ti.oa.&l scat! u Vic:ua of appl.ica.Dle. 
sca.tt mainc&ino <=lc::ol of -~ :auri&lo Gld duc::il>ucu 
on raquuc. :.nc:.l.wia• d.!:ec::1oa of patient to moldJll uu 
llld illce=i:cmc obaervacion. Fr"'l"ccy: 4 c:fau a ahifc. 
Smok~ng (Incm:m..!iace): 
Sea.ff 111&1ncaiu ca..crol of nol<1:lg ucarial• &IU! duc::ibucu 
on reqvuc. Incl.wit• d:Ucciou of pacimc co ...,ld.:I area 
ad iAcar:Lccmc ob•arvacioa.. Frequacy-: 4 emu a ab.Uc 
or pm:icc .mo rlt<l"i:U co11acallt ""Perr1oi°" 2 c:fau per 
ahi!c. 
Smok1ns (~laz): 
Sllicidal 51-le: 
Suicidal Comal"": 
scatf ""'11leaiu ca..c""l of -~ ucarialo ....i duc::ilNcH 
.., requuc. Illc:lwlu direction of paci•c co mcld.q area 
....i illcam.icc&llC obsarvacion. InclwlH fnqUClcT of man 
chm. 8 tim.as par shift or pacicc vha requi:'u coa.scmc 
-trv"Jicm sore cb.azl 2 cilus ~·r shi!:. 
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lKIVERSITY HOSPITAL 
I!\'DIRECT CARE TASK LIST 
Variable 
-~hartiri~ on Technican 
-~':a~"·-~a: cl arti~~ 
-~ra~scriptiori of orders 
-RN co-si~nirig orders 
-Telephorie calls 
-Iriterd iscipliriary ro'md s 
-t·~D roi.._1~ci s 
-Coro'J"lication s 
-Patient conferences 
-Care plan updates 
-In services 
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Irivaria"!:Jle 
-~l. £. si~r:mert E 
-I;:: SAr\rice 
-Committees 
-Conference days 
-Adoinistrative days 
-File text/labs 
-File Technican 
reports 
-Scrub exchange 
-Staff meetings 
-Telep':lone calls 
-~anagernent reports 
-Unit reports 
-Shift reports 
-Ordering supplies 
-Communications 
-Off-unit errands 
-Performance 
appraisals 
-Unit clean up 
-Crash cart and 
emergency supply 
c':leck 
-C':lart t':iinning 
-Empty tras'J 
-Q.A. activities 
-Researc'J 
-Locate missing 
cl-iarts 
-Assemble c':larts 
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